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RESECTION OF THE RECTUM WITH RESTORATION 
OF THE ANAL OUTLET.* 
By CARROLL W. ALLEN, M.D. 

My object in presenting this subject today is to call attention 
to certain steps and technical procedures which in my experi- 
ence has greatly simplified this otherwise difficult operation 
and improved the functional results by restoring the bowel to 
its normal anal outlet. 

The great nightmare with most patients in agreeing to a re- 
moval of the rectum has been the horror of life with an artifi- 
cial anus, somewhere higher up along the colon, over which 
they can exert but little control. 

The condition for which the operation is usually done is 
cancer of the rectum, but it may occasionally be necessary in 
other conditions. 

The operation is undertaken in all cases in which a radical 
removal is possible. In those cases in which it cannot be done, 


*Read Before the Orleans Parish Medical Society, February 26th, 1923. 
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where the growth has broken through the bowel wall and in- 
volved the surrounding parts, an artificial anus is all that is 
attempted and adds to their comfort and prolongs life. 


During the last ten years there have been two cases suited to 
this operation in which the final steps were. never completed, in 
one case due to the poor physical condition of the patient, in 
the other due largely to fear. 


The procedure is ordinarily divided into stages which sim- 
plifies the technic and adds greatly to the safety but prolongs 
considerably the stay in the hospital and added expense, which 
unfortunately has to be considered by many, and often forces 
them to select a one-stage operation, if feasible, even at a 
greater risk. 


The one-stage operation may in favorable cases be the oper- 
ation of choice by the surgeon but these are the exception. In 
one case reported in this series in which a one-stage operation 
was done it resulted fatally. The stages are: 1. A temporary 
artificial colostomy. 2. Removal of the rectum and bringing 
down the bowel from above with implantation at anal outlet. 
3. Closure of colostomy. 


In cases in which the bowel is not badly obstructed and can 
be fairly well cleansed both by purgatives and enema, and in 
which no more than eight or ten inches of the bowel has to be 
resected and the patient in fairly good condition, a one-stage 
operation is the method of choice. In patients where some ob- 
struction exists and whose physical condition is materially im- 
paired the operation should always be done in stages. 


ANATOMICAL ConpbiITIONS: In the majority of patients the 
sigmoid will be found to furnish sufficient slack, often fourteen 
to sixteen inches will be found in this loop, which can be mobil- 
ized and easily brought down. Where such is not the case and 
the sigmoid is short, the descending colon must be mobilized 
from the splenic flexure down. 


Fortunately the circulation of the bowel usually lends itself 
quite readily to this procedure, though at times it may be so 
arranged as to make any extensive mobilization of the bowel 
quite hazardous. As this is a matter of vital importance it 
should always be thoroughly investigated before any mobiliza- 
tion is attempted. 
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The usual arrangement is that the inferior mesenteric gives 
off the colica sinistra, sigmoid and superior hemorrhoidal ar- 
teries but at times all three come off independently from the 
aorta. As these vessels approach the bowel, they lie on the 
under surface of the inner leaflet of the mesentery and in- 
osculate freely with each other in oborescent-like arches. The 
rectum receives its blood supply from the middle and inferior 
hemorrhoidal. The latter vessels are divided during the opera- 
tion and it is only important to know where they are so that 
they can be ligated. The outer leaflet of the mesentery has 
practically no blood supply, and by dividing it the bowel can 
by gentle manipulation be lifted up and freely mobilized with 
practically no hemorrhage. 

From the consideration of the above it is readily seen that a 
competent circulation is one of the first requisites of any ex- 
tensive mobilization. It is always necessary to divide the in- 
ferior hemorrhoidal and often the sigmoid artery and when- 
ever either is done it should be high up on the trunk before 
any branches are given off so as to derive full benefit from all 
inosculations or anastamoses and thus carry the circulation 
through the vascular arches from above downward. Before 
undertaking any extensive vascular divisions the vascular net- 
work should be studied to see that it is competent and how it 
can be best done. As the venous return follows the arteries no 
special attention need be paid to ‘it, but there is probably 
always considerable venous congestion following any extensive 
ligations. 


In some cases it may be necessary to bring down more bowel 
than would ordinarily be necessary and to make a more ex- 
tensive resection than the pathology would justify so as to ob- 
tain a well vascularized piece of bowel to reach the anal out- 
let. 


The colostomy is done by any of the approved methods and 
needs no special description. 

The bowel, after being brought down out of the cavity, is not 
opened immediately but several days delay allowed to permit 
union to take place between the bowel and skin margin and 
the wound sealed off.. After the bowel is opened, the lower 
segment is well cleansed by frequent irrigations from above. 


‘ 
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After allowing sufficient time for the patient to thoroughly 
recover from the cholostomy operation the second stage is un- 
dertaken. 

The abdomen is opened in the midline low down, with the 
patient in the Trendelberg position, the upper part of the 
cavity is packed off and the liberation of the bowel begun. It 
is estimated about how much of the bowel will be needed to 
permit of a resection at least four to six inches above the tumor. 
The vessels ligated at suitable points and mesentery divided 
all along close to the posterior abdominal wall. In dissecting 
down along the rectum it is advisable to take in as much sur- 
rounding tissue as possible so as to remove all accessible lym- 
phaties and glands. The hand is inserted down along the hol- 
low of the sacrum almost to the anal canal, from this poster- 
ior position the dissection is carried up on each side towards 
the bladder. This is always easier in the female than in the 
male, as in the latter the attachment to the bladder in front is 
always quite firm, while in the female we have the vault of the 
vagina at this point which is always quite movable and can 
be resected if needed without inconvenience to the patient. 
The only anatomical structures deep in the pelvis which should 
be avoided are the ureters. These descend parallel with the 
rectum about two inches to the side until they reach a point op- 
posite the bladder when their course is abruptly changed to 
downward, forward and inward. In the male they can be 
identified one-quarter inch behind the vas deferens as this struc- 
ture curves around the base of the bladder. In the female they 
are well out of the way at this point as they lie to the side 
and in front of the uterus. Another point of some consequence 
is that the rectum is in close contact with the prostate and 
base of the bladder in the male and the fascis which surrounds 
the rectum and comes down on it from above, fuses with the 
perivesical fascia on the sides and permits the bowel wall to 
lie directly against the prostate. This anatomical difference 
makes an equally extensive involvement in the male less favor- 
able than in the female and often by invading the prostate and 
base of the bladder reaches an inoperable stage much earlier. 

The passage of ureteral catheters just before the operation 
will facilitate the recognition of these structures and may often 
be of advantage particularly in male patients 
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In the male the dissection is carried down well below the 
prostate and bladder and in the female below the vaginal vault 
and an equal distance laterally and behind in either case. 
Having done this and ligated all bleeding points, a pack is 
placed snugly into the wound around the rectum, the liberated 
loop of bowel coiled up above it in the pelvis and the abdominal 
wound closed. 


The patient is now placed in the lithotomy position with the 
hips projecting well over the table. A circumferential inci- 
sion is carried around the anal margin at the muco-cutaneous 
junction and the mucosa dissected up, bunched together and 
ligated so as to prevent rectal discharges from soiling the 
wound. ; 

The sphincters are now divided posteriorly in the commissure 
and the incision carried backward alongside the coceyx up to 
the sacrum dividing all tissues between the bowel and sacrum. 
The sphincters are then dissected free from the bowel all 
around and pushed off to one side. 

By passing the finger up in front of the coecyx the pack 
placed in the peri-rectal wound in the pelvis is readily recog- 
nized and this finger is foreed through to reach it, a portion 
of which is pulled down into the external wound. With the 
finger up in the pelvis it is now an easy matter to sweep it 
around the bowel liberating any remaining attachments on the 
sides and in front. The rectum is then pulled down, bringing 
with it the tumor and healthy bowel above. 

In resecting the bowel it is advisable to divide it at least 
four or five inches above the growth and two or three inches 
below. In cases in which the growth is some distance up the 
bowel above the sphincters, it is not necessary to disturb them, 
but the incision is made just to the side and carried up to the 
sacrum and the bowel reached just above the anal canal. 

In cases in which the growth is low down near the sphine- 
ters, if only the external sphincter can be saved it will be 
sufficient to secure ultimate bowel control. 

In bringing the bowel down it is essential to allow ample 
slack as it is only in this condition that the circulation can 
enter it from above and the venous return take place. If the 
bowel is at all on the. stretch the circulation will be obliterated. 
The sphincters are now loosely attached to the bowel in front 
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and on each side by several sutures but is not closed around it 
behind. The bowel is divided about one inch external to the 
sphincters, allowing this portion to project externally. A ci- 
gar drain is passed up into the pelvis behind the bowel and a 
few silk worm sutures approximate the wound behind. 

Where the growth is well above the anal canal and the sphin- 
ters have not been disturbed, an end to end anastomosis is 
done by interrupted sutures and the bowel pushed back into 
the pelvis. 

The post-operative treatment in addition to the usual routine 
includes moderate Fowler position, the daily irrigation of the 
lower segment of the bowel after the first week and the gradual 
withdrawal of the drain. 

Third stage——Ten days to two weeks later the colostomy 
opening is closed and the bowel dropped back into the cavity 
with closure of abdominal wound. The sphincter is now more 
snugly approximated to the bowel wall by dissecting away 
some of the muscle wall, allowing the mucosa to come in con- 
tact with the sphincter, removing any excess, and attaching 
the margin to the skin and uniting the sphincter behind. 

The following histories have been selected to show the varia- 
tions in the operation: 

Mr. T., History 66539, admitted Touro Infirmary April 12, 
1918. 

He gave a history of having been operated upon about one 
year previously for stricture of rectum which resulted in a 
complete closure of rectum requiring an artificial anus in left 
inguinal region. 

Operated April 13.—Low midline incision. On exploring 
the abdomen the appendix was found bad and was removed. 
On examining the large bowel it was found that he had a no 
loop sigmoid with not sufficient slack below the artificial anus 
to permit the bowel to be brought down to the anal outlet. 

The splenic flexure and descending colon was then mobilized 
and brought down. The old artificial anus then liberated and 
closed and a piece of bowel about ten inches higher fixed into 
the old opening in the abdominal wall and a new anus made. 

The sigmoid and upper portions of rectum were then mobil- 
ized. The sigmoid and superior hemorrhoidal arteries were 
ligated high up above all anastomatic branches. An ample loop 
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of bowel was secured which was coiled up in the pelvis. The 
abdominal wound was then closed and the patient placed in 
the lithotomy position. The external sphincter was now divid- 
ed posteriorly at the commissure and dissected free from the 
anal mucosa, the sphincter being pushed away laterally in all 
directions. From the lower part of this wound an incision 
was then carried up to the sacrum on the left side of the 
coceyx. The rectum was dissected free from its attachments 
and completely liberated and brought out of the opening and 
the bowel above brought down. The rectum was found com- 
pletely obliterated. The upper portion of the bowel was loosely 
fixed at the anal outlet with a few stitches. The bowel then 
divided, allowing about one inch to protrude from the anal out- 
let. No attempt was made at this time to approximate the 
sphineter to the bowel wall. A drain passed up into the pelvis 
behind the bowel and a few approximating sutures in the pos- 
terior wound alongside the coecyx completed the operation. 

He was discharged from the hospital on May 8th to recu- 
perate. Readmitted June 12th, and operated next day, when 
the sphincters were fixed around the lower end of the bowel. 
Discharged July 6th. Readmitted September 12th. Closure of 
colostomy September 14th, resulting in small fistulus leak, 
which was closed October 5th. On October 30th the muscles 
at the site of the old colostomy showed some evidence of hernia 
and were tightened up. 

Discharged cured, December 24th. This patient’s stay in the 
hospital was considerably lengthened and the difficulties of the 
work increased by his having become addicted to morphine 
during the course of his troubles. 

He was cured of this habit when he left. I have seen him 
twice since he left. He has remained cured of his addiction 
and has perfect bowel control. 

History 78274, Mrs. M. Entered Touro October 31, 1919. 
A large mass about the size of an orange was located about six 
inches above anal outlet and presented all the characteristics of 
a malignancy. As her general condition seemed fair we agreed 
to do a one-stage operation if possible. 

Operation November 1—Low midline incision. The growth 
was located just behind the uterus and was freely movable. 
The sigmoid was ample and the circulation so arranged as to 
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facilitate its mobilization. The operation was done as described 
above and offered no special difficulties. There was consider- 
able shock following the operation and patient rallied slowly. 
On the 3d day she was doing fairly well and continued so 
until the 6th day, when it became apparent something had gone 
wrong in the abdomen. Her symptoms suggested a mesenteric 
thrombosis, but I was never able to verify it or to feel certain 
about it. She died very suddenly that night. 

History 96903, Mrs. H. Admitted Touro April 30, 1922. 
Diagnosis, carcinoma of rectum. Operated May 2d. Low mid- 
line incision, mobilization of sigmoid and liberation of rectum 
from surrounding parts within pelvis. Abdomen closed. Pa- 
tient placed in lithotomy position. Sphincters divided poster- 
iorly. External sphincter dissected free and pushed off to 
side. Internal sphincter removed with bowel as growth de- 
scended to within about four inches of anal outlet. Bowel 
freed from perineal attachments and brought down out of 
wound and divided about four inches above growth. Margin 
of bowel fixed with several sutures to external sphincter. Drain 
passed up into pelvis, and few silk worm sutures completed 
operation. 

It was unnecessary in this case to do a three-stage operation as 
sigmoid was ample and quite freely movable. 

Pathological examination of specimen showed adeno-carci- 
noma. Patient developed a psychosis following operation and 
made a slow but satisfactory recovery. Discharged July 22d. 
She reported for examination four months later to see if any 
additional suturing was needed around anal outlet as she had 
left the hospital without this being completed owing to her 
poor physical condition. During this interval she had regained 
perfect health, the sphincters had healed around the bowel 
and she had excellent control. Nothing further was done. 

History 95042, Mr. C. Admitted Touro Infirmary January 
29th, 1922. Diagnosis, ulcer of anal canal. Operation Janu- 
ary 30th. Perineal incision with removal of six inches of rec- 
tum with implantation at anal outlet. Secondary hemorrhage 
several hours later controlled by packing, which resulted in 
breaking down of suture line. It was discovered after opera- 
tion that patient was an addict. This caused much trouble 
during this and the subsequent visits which patient made before 
the several surgical procedures were completed, but he finally 
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left the hospital cured of his rectal condition and his addiction. 
Pathological examination of specimen showed it to be an adeno- 
carcinoma. This finding convinced me that the operation had 
not been sufficiently thorough for this condition. While the 
patient’s addiction was a serious handicap it was thought best 
to do a more radical procedure, the various steps of which 
were as follows: 

February 6th.—Colostomy in left iliac region. Removal of 
additional portion of rectum with stump closed and dropped 
into pelvis. Discharged March 18th. 

Readmitted April 14th—For purpose of having bowel re- 
stored to anal outlet. Operated April 20th—Double abdomi- 
nal and perineal operation. Mobilization of sigmoid and im- 
plantation of lower end of bowel at anal outlet anchored to 
remnant of external sphincter. May 6th—Suture of sphincter 
around bowel. 

May 9th—Same procedure repeated as sutures had sloughed 
out. 

May 14th—Closure of colostomy. May 23rd—Tightening of 
sphineter by additional sutures as fecal control was imperfect. 

Discharged cured of rectal condition and addiction on June 
29th. 

This case is particularly interesting as he was a confirmed 
addict taking ten grains of morphine daily, which we had to 
continue for a time. He remained several weeks after all sur- 
gery was completed to make sure he was weaned from this 
habit. He was also given instructions in exercising his sphine- 
ter which he very faithfully and persistently carried out. I have 
seen patient repeatedly since. He has gained 40 pounds in 
weight, has developed his sphincter until he has excellent con- 
trol, and has not returned to his addiction. 


DISCUSSION. 

Dr. H. B. Gessner (opening): From my own experience with can- 
cer of the rectum I cannot add anything to what Dr. Allen has said. 

I think that he is to be congratulated on his sphincter control in 
these cases. His ability to excise the rectum and leave good sphinc- 
ter action is to be commended; he is to be congratulated on his 
results. 

Dr. A. Jacobs: I only wanted to say that I had the great fortune, 
while an intern at Charity Hospital, to assist Dr. Allen in one of 
these cases. His results were excellent. It was another instance 
where the patient was physically unfit for such a major operation 
but he left the hospital cured, very gratful that he had a perfectly 
functioning anus. 
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By EMILE BLOCH, M.D., Clinical Instructor Tulane University and Junior 
Visiting Surgeon, Surgical Service No. 3, Charity Hospital, New Orleans, La. 
In compiling statistics on fractures, attention is drawn to the 

rarity in number of cases of fractures of the Scapula as com- 
pared with other bones of the body, from ‘‘Treatise of Frac- 
tures,’’ J. F. Malgaigne, 1859 edition. Fractured secapulae are so 
rare that Ravaton, after practice of fifty years, declared he had 
never seen any except those caused by gunshot on the battle- 
field. 

Among 2358 cases at Hotel Dieu, there were only four. Of 
1901 fractures treated at Middlesex Hospital, London, 18 were 
fractured scapulae. A resumé of number and elassification of 
fractures at Charity Hospital, New Orleans, La., may -be of 
interest. From January, 1906, to November, 1922, there were 
recorded on the indoor service 8097 fractures, of which 28 or 
289% were fractured scapulae. 


—Adult— —Children— 
Sim- Com- Sim- Com- 
ple pound ple pound 


387 149 108 34 
718 40 99 34 
350 81 22 13 
Clavicle . . 154 1 28 1 

9 1 0 0 
Upper 27 1 2 
333 67 116 9 
349 87 80 14 
*Corpus or hand................ 27 22 1 3 
454 6 16 1 

179 4 13 0 

111 16 21 2 

Lower Extremity 1144 546 136 37 
230 32 5 1 
154 41 5 5 


The Seapulae with the Clavicle forms the shoulder girdle, 
the humerus being supported on its glenoid surface. It is not 
directly connected with the trunk but articulates with the lat- 
eral end of the Clavicle and extends from the second to the 
seventh rib on to postero-lateral surface of the thorax. The 


*Read Before the Orleans Parish Medical Society, February 26, 1923. 


*From the Department of Surgery, School of Medicine, Tulane 
University. 
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Scapula of man is characterized by greater proportionate length 
of its vertebral border and the size of the acromion process as 
compared with other animals. The range of motion depends 
on the attitude of the limb, rising or falling, being drawn in- 
ward or outward or being rotated on itself according as the 
arm is moved in various directions. A short resumé of anatomi- 
cal points may not be amiss before subdivision of fractures. 

ANATOMY: The bone is divided into a head, neck, body, 
spine, coracoid and acromion processes, superior vertebral and 
axillary borders, glenoid fossa and inferior, medial or superior 
angle. 

OssIFICATION: There are seven centers of ossification; it be- 
gins in the body of the cartilagenous scapula about the second 
month of foetal life. At birth the head, neck, spine and base 
of the coracoid process are well defined, the vertebral border, in- 
ferior angle, glenoid fossa, acromion and coracoid processes 
are still cartilagenous. Ossification is not complete until the 
twenty-fifth year. This latter statement is contradicted by some. 

FRACTURES OF SCAPULA IN GENERAL, 

Etrotocy: As in other fractures direct and indirect violence 
and muscular action are the cause. The majority are by severe 
direct violence, as blows or falls, especially in fractures of the 
body and acromion process. Indirect violence is a less frequent 
factor, as blows on shoulder or elbow, and associated with in- 
juries to the humerus. Muscular action is very rare and exists 
in the process fractures. Dr. Heyler records a case of a man 
aged 49, fracture of body by muscular action. Tabulation of 
fractured Seapula at Charity Hospital, New Orleans, La. All 
cases tabulated in my survey have been by direct violence. 


FRACTURES OF THE Bopy OF THE SCAPULA. 

J. L. Petit arranged them into transverse, oblique and longi- 
tudinal. Desault made a special variety of the lower angle.’ 
Boettcher wrote on those of the posterior angle. <A. L. Richter 
brought forward again following Paulus Aegineta and A. Paré, 
fractures of the spine of the bone. If one studies the muscular 
attachment in this region it is readily seen why fractured frag- 
ments are slightly displaced and though the deformity exists 
there is little disability. The scapula has attached on its under 


*NOTE—Fractures of Sternum and Carpal Bones to be further 
investigated, 
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surface the subscapularis muscle, along posterior border is the 
Serratus Magnus and Rhomboids and to its dorsal edge below 
the spine are the infraspinatus, teres major and minor muscles. 
These muscles are covered by a strong fascia which dips be- 
tween muscles and is attached to the bone. If the fracture is at 
the lower angle the teres muscles displace the fragments to- 
wards the axilla. The line of fracture extends from the axillary 
to vertebral border or comminuted in various directions. Of 
my three personal cases of the body the line of fracture was 
single. Charity Hospital records show only one case of fracture 
of both scapulae, one compound and other simple, reported by 
Dr. William Hamilton, 1912. 

Symptoms: Local swelling, inability to abduct arm due to 
pain, crepitus and abnormal mobility. Localized pain most im- 
portant. 

TREATMENT: Fracture without displacement requires noth- 
ing but rest and to keep the arm fastened to the trunk with a 
body bandage. Binding the loose fragments with adhesive and 
the elevated arm to the side by a Sayre’s dressing, second and 
third roller of Desault, Velpeau or plaster dressing. A unique 
method is one used by Dr. Isadore Cohn of using long metal 
pins (similar to Wyeth’s) on ventral and dorsal surface, held 
together by rubber bands. 

For fracture with displacement, various modes of reduction 
have been tried. Pierre D’Argelata placed a pad in the axilla 
and drew the elbow against the ribs. J. L. Petit advised rais- 
ing the arm until the bend of the elbow is opposite the nose and 
then an assistant should hold it while the surgeon tries to ad- 
just the fragments. Bell recommends raising the head and 
shoulder so as to relax the muscles of the back. Hester had the 
arm drawn forward. Desault applied a wedge-shape cushion, 
- the edge in the axilla and the base forming the fulerum against 
the chest for the arm. Paulus Aegineta treated these fractures 
like those of the clavicle by advising that patient be kept lying 
on the sound side. Abucases applied a pad over the bone cov- 
ered with compresses and a wooden or leather splint. Boyer, 
disregarding any displacement, attended only to keeping the 
bone motionless, therefore he fastened the arm to the side, 
carrying the elbow somewhat forward. 
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There are three indications to be fulfilled, 7.e¢., carry the 
lower fragment backward and inward and the upper forward 
and outward and to correct any overlapping. The lower frag- 
ment is mainly drawn upon by the teres major muscle and there- 
fore to relax this muscle approximate the arm to the trunk, car- 
rying it at the same time backward. The upper fragment is 
acted on by the rhomboids, which are relaxed when the shoulder 
is elevated and thrown back. 


As for overlapping, there is no means of obviating it. Mere 
position will doubtless be insufficient to correct the two former 
displacements. Coaptation should be made with the hand and 
then the permanent apparatus should comprise as follows: A. 
Some means of keeping the shoulder upward and backward and 
the elbow close to the chest, as in fractured clavicle. B. A pad 
over the upper fragment pushing it forward against the other, 
graduated compresses internal to it pushing it outward and the 
same external to the lower one pushing it inward. 

The above seems to be the logical treatment but nature laughs 
at our speculations and in most cases the displacement can’t be 
reduced or retained, therefore try any method. All the trouble 
of reduction is unnecessary as it is of very little importance and 
merely fastening arm to body and keeping it elevated by a sling 
is sufficient. 

Enp Resuuts: According to Moorhead, ‘‘bony union general- 
ly does not occur, except in impacted forms, and the length of 
fibrous uniting bands may widely separate the fragments with- 
out marked loss of function.’’ In two of my cases, which I was 
able to follow with skiagraphs, both showed marked deformity 
without any interference with function. 


FRACTURE OF ACROMION PROCESS. 

Quoting from text books, the Acromion process remains cartil- 
agenous up until age of puberty and unites with the spine of 
scapula about twenty to twenty-fifth year. Having had the priv- 
ilege to study and discuss a series of X-ray plates of shoulders, 
the property of Dr. Isidore Cohn, I find that this is incorrect 
i. e., the acromion process is ossified completely in the nineteenth 
year. The fracture reported in case two of boy, age six, is cor- 
rect as there is some. ossification of the acromion at that age. 
The acromion is covered by a dense fibrous expansion from the 
trapezius m. above and deltoid m. below and this prevents a 
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separation of the fragments. There may exist a separation of 
the epiphysis a fracture near spine of scapula or outside or 
inside of the acromio-clavicular joint. Epiphyseal lines are 
often mistaken for fractures in this region. 

Signs AND Symptoms: Localized pain, swelling and flatten- 
ing of shoulder and sometimes crepitus. By placing fingers 
over process may feel a depression due to separations of frag- 
ments. The shoulder is on a lower level. 

TREATMENT: The forearm should be flexed on the arm and 
pressure should be made on the flexed elbow to relax the mus- 
cular pull on the small acromial fragment. Counterpressure 
is also placed on the inner fragment. (Reference: Scudder, 
Fig. 149, p. 149.) Another method is after reduction the appli- 
eation of a Sayre’s dressing or modification with direct pres- 
sure with pads. 

Fracture oF Neck AND GLENOID Fossa. 

Said fractures are very unusual and my records only show 
one each. In neck fractures the line is down through the supra- 
clavicular notch across the head, across and in front base of 
spine and parallel with the glenoid fossa. The fragments are 
held in place by Coraco-acromial and Coraco-clavieular (Conoid 
and Trapezoid) and the inferior transverse (from base of spine 
to edge of glenoid cavity) ligaments. 

Siens: The distinguishing features of a neck fracture are 
the acromion process is prominent, upper arm is lengthened, 
erepitus, and the deformity is corrected if the arm is raised. 
The reappearance of the deformity and crepitus differentiates 
it from a dislocation of the head of the humerus. Hitzrot and 
Bolling report eight cases of fracture of the neck of scapula. 
They subdivide these cases into three groups: 

1. Fracture of surgical neck. 

2. Those of lower half of neck. 

3. Those beginning at the notch and extending downwards 
through the base of the coracoid process to the glenoid 
fossa. 

Positive diagnosis can only be made by X-ray, but there is 

suspicious evidence if there is localized pain. 


TREATMENT: The immobilization for three or four weeks 
followed by active and passive motion. 
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Case 1. Serial No. 14413. G. M., age 26, wd. 26. Occupation, 
porter; race, black. Admitted November 17th, 1920. Discharged 
November 20th, 1920. 

Complaint: Broken upper arm. 

Past History: All diseases of childhood. Influenza and malaria 
two years ago. No previous accidents. 

Present Illness: When at work in restaurant, on ladder cleaning 
light globes, he fell, striking right shoulder on chair. He first felt 
pain in right shoulder and could not raise arm. 

Physical Examination: Negative, except swelling and tenderness 
of right shoulder. 

End Result: Good function in four weeks; the X-ray showed 
marked deformity. X-ray plate No. 022994. 

Simple fracture of body of right Scapula. Position, average good. 


Case 2. C. M., age 14 (private case). Race, black; schoolboy. 

Complaint: Brush burn of left side of face. Hemorrhage into 
conjunctiva of left eye, contused left shoulder. (Accident room diag- 
nosis Charity Hospital.) 

Treatment at Charity Hospital: On admittance, second and third 
of Desault dressing, 1500 units anti-tetanic serum given. X-ray re- 
quested. 

Present Illness: Accident occurred at 1:30 p. m., 2/4/20. I 
personally saw case on 2/5/20 at his home. His account of the 
accident was as follows: He was coming home from school and was 
a and knocked down by an auto. Did not recollect any other 
act. 

Physical Examination: Showed a swollen left shoulder, very 
tender, especially when elevating arm. Being unable to remove pa- 
tient, X-ray was not taken until 2/8/20. Skiagraph showed a trans- 
verse fracture of body of left scapula with marked deformity. (Drs. 
Samuel and Bowie). Another skiagraph taken on 2/28/21. Posi- 
tion of fragments about same. (Drs. Samuel and Bowie). 

End Result: Good function in three weeks; the X-ray showed 
marked deformity. 


REFERENCES: 
Cunningham’s text-book on Anatomy. 
Davis Applied Anatomy. 
Keen’s Surgery, Vols. II and VIII. 
Treatment of Fractures, Scudder. 
Traumatic Surgery, Moorhead. 


I wish to thank Mrs. Farrar Patton and Miss Labaude of 
Charity Hospital record room and X-ray departments of Char- 
ity Hospital and Touro Infirmary for obtaining data and X- 
ray plates. 


DISCUSSION. 


Dr. Lucian H. Landry: I want to congratulate Dr. Bloch on his 
very painstaking and complete table on fractures. This paper will 
be of considerable help to any one compiling statistics on fractures 
of all kinds as he has covered the fractures in Charity Hospital for 
quite a number of years. You have no idea how hard it is to get 
records on fractures, as our records have unfortunately been very 
inadequately tabulated. As far as fracture of the scapula is con- 
cerned, I have had very little experience, and cannot add more than 
has been said ‘by Dr. Bloch. We have one case under treatment 
now at the Charity Hospital, in which Dr. Matas had to do an ex- 
tensive open operation for an old dislocation and fracture of the 
head of the humerus with a fracture of the glenoid cavity; there 
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was a complete, new cavity formed on the anterior aspect of the 
chest, and it was impossible to put the head of the humerus where 
it belonged. The head had to be resected; we did nothing for the 
fracture of the scapula; I am glad to say at this writing the patient 
is doing very well and promises to give a good result. 


PRELIMINARY REPORT OF A NEW METHOD OF 
TREATING FRACTURES OF THE NECK 
OF THE FEMUR.* 


By E. DENEGRE MARTIN, M.D., and A. C. KING, M.D., New Orleans. 

My interest in fractures, as you all know, dates back to my 
interneship in the Charity Hospital. It was soon apparent 
to me, from the results obtained, that better means, both for 
the comfort of the patient and the restoration of function, meant 
that a different course must be pursued. The Liston splint, the 
Hodgin’s splint, the Buck’s extension, and many other crude 
devices resulted eventually in bony union, but with it, joint 
fixation almost to the point of ankylosis, the after treatment 
lasting longer and being more painful than the fracture itself. 
The problem was to immobilize the fracture and mobilize the 
joint. For years I used the Hodgin’s splint with admirable 
results in many fractures. My first work in the nineties was 
on the patella, my first report was in 1900. The final result 
I reported to this society last year; this problem I have solved 
to my satisfaction. For several years I have been interested 
in a method to mobilize hip fractures, to do away, if possible, 
with the plaster bandage and long confinement to bed, so try- 
ing to the aged especially. Today the Whitman method un- 
doubtedly gives the best results in the non-operative cases, but 
only in about sixteen per cent of the cases is this satisfactory ; 
furthermore, the application of a proper fitting cast is not 
easy. Albee’s bone peg, the single nail or single screw, though 
an advance in fixing the fracture, are objectionable because in 
this method also the parts must be fixed with a plaster spica. 
In other words, all of these methods fix the femur to the 
fractured neck and it must be so held for weeks. These pa- 
tients must lie prone while union is taking place and this is not 
always assured. The length of time required means a stiff 
hip or knee joint and often both, with discomfort and suffer- 
ing to the patient. 


*Read Before the Orleans Parish Medical Society, February 12th, 1923. 
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What we now propose to do is to fix the head of the femur 
so securely to the trochanter that it will move freely with the 
femur, leaving every joint free. When union has taken place 
and the patient is allowed to walk, the joints are all movable 
and locomotion is begun with ease and comfort. This is done 
by driving two number 8, three-inch wood screws through the 
trochanter and into the neck and head and screwing them tight 
enough to pull the fractured surfaces into close and firm ap- 
position and to hold them together until union is firm, that 
means for at least three months. Non-union is often the result 
of non-fixation in the fractured end of bones, and in my opin- 
ion atrophy of the head of the femur is due in large measure 
to this cause. Fixation and apposition of the broken surfaces 
will furnish the proper nutrition to the head as well as the 
bone peg, at least we know that in our first case there would 
have been no union and consequently atrophy, by this method 
we have union and no atrophy. Our sole object in reporting 
these three cases is with the hope of interesting you sufficient- 
ly to try out the method. As the operation can be done with 
local analgesia there should be no limit to age. The aged are 
told today that they must face the inevitable and are doomed 
to an invalid chair. Is the experiment worth while? 

Case 1. Our first case is that of a man of sixty-two years of age, 
a circuit minister by occupation. First seen by me sixty days after 
the accident, usual deformity and two inches shortening. Traction 
and suspension for ten days, some improvement, less shortening. 
Screws introduced, wound closed, and leg suspended for one week 
in Hodgin’s splint. Wound healed, sutures removed, and leg freed 
of all incumbrances. Kept in bed one week longer. Sent home; 


seen seven months later. One inch shortening, good range of mo- 
tion, has never suffered discomfort. 


Case 2. Female, fifty years of age. Operation ten days after 
accident. Kept in splint until wound healed, no splint of any kind 
after that time. No shortening, no limp, wide range of motion in 
hip, improving daily. Dr. King will present the case to you in a 
few moments; you can judge for yourself. 

Case 3. Female, fifty-four years of age; fracture at base of 
neck. Marked deformity; screws applied one week after injury; 
too soon to report results. These skiagraphs which we now present 
will bear out our statements. ; 


Though the technique is simple it is not always easy to place 
the serews in the proper position. I have therefore devised 
this simple little instrument to localize the acetabulum and be- 
lieve it will prove valuable in our future cases. As you see 
it is made of soft metal slightly. curved and reaches from the 
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anterior superior spine of the ileum to the pubis. The slot in 
the center allows the point to be moved in either direction from 
the center. The instrument is placed on the abdomen with one 
end on the anterior spine of the ileum and one on the pubis; 
the skin is marked with a nitrate of silver pencil, the instru- 
ment fixed in position with adhesive strips. The radiograph 
is now taken. When this is developed it will show the instru- 
ment in place. Now place the instrument on the radiograph 
and move the indicator or pointer to the center of the acetabu- 
lum as shown on the skiagraph—fix it with the thumb serew— 
when this is placed on the abdomen between the two marked 
points it will at once localize the acetabulum. A point over the 
center of the rim of the acetabulum is marked on the skin and 
is a guide to the direction of the screw, this added .to the in- 
formation gained by the finger passed into the incision over 
the trochanter and against the neck of the femur will enable 
one to point the screw in the proper direction. 

The points of advantage we claim are: 

1. Good apposition and firm fixation of fractured surfaces, 
thereby giving the patient the best chance for union of frac- 
ture. 

2. Free motion in joints during osteogenesis and solidifi- 
cation of fracture, thereby improving the circulation and pre- 
venting atrophy of muscles. 

3. Allowing the aged, not only to move freely in bed, but to 
be placed in a sitting position as soon as the wound is healed. 

4. Allowing patients to get about on crutches in just one- 
half the time possible by any other treatment. 


Dr. A. C. KING, New Orleans. 

Various and sundry methods are in use for fracture of the 
femoral neck—Hodgen’s suspension splint, Sand Bags, with 
and without Buck’s extension, bone grafts, bone pegs, ete. 
When my attention was called to this two-screw method by Dr. 
Martin it appealed to me at once. Two screws properly in- 
serted will hold far better than one. (Here Dr. King demon- 
strated his meaning with pieces of wood with one screw hold- 
ing two pieces, and two screws holding two pieces together.) 
The screws must be driven into the bone as tightly as possible 
after small drill holes have been made through the hard bone 
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or the trochanter. My patient will new walk for you. (The 
patient now walked in front of the audience limping on the 
good leg.) This gentleman shows the manner of walking after 
the older method of treatment. Now which limb was injured? 
(A voice, ‘‘the right’’!) The patient will now show the result 
of this method by walking correctly. (The patient now walked 
without a sign of limp, also went up and down stairs with 
ease. ) 

This patient began compulsory walking five months after 
injury, on account of illness in the home, which necessitated 
her doing the housework. No harm resulted, in fact it seemed 
to hasten the limbering up process. There is no shortening 
and the final result is perfect. The left femoral neck was the 
one fractured. 


DISCUSSION. 


Dr. Isidore Cohn (opening): When Dr. Martin has something to 
say about fractures, the profession at large has reason to sit up 
and take notice, for we know that he and our good friend, Dr. Par- 
ham, have been pioneers in fracture work in this section. 

It may be of interest to know that in every text book, and in the 
literature recently written, that the Parham and Martin band is 
mentioned and creditably spoken of. 

I believe this little apparatus of Dr. Martin’s, when he perfects it, 
as I understand he is going to,—making it out of block tin so that 
it will fit the body better,—will serve as landmarks for operative 
and non-operative cases. 

In regard to fractures of the femur, particularly in the neck, we 
hear our friends say: “This is an old person, and there is not much 
impaction.”” We cannot tell how much impaction there is unless we 
resort to a picture of the other side. These two pictures I present 
were taken in the case of a fracture of the neck of the femur in an 
old person, 80 years of age, with blood pressure of 240. Many peo- 
ple would not consider that there was much impaction. 

It occurred to us at the time that we might get some information 
by taking a picture of the other side. If you will compare these 
two pictures you will notice there is probably impaction of % inch. 
After that was reduced the shortening of neck was overcome. We 
should always, in fracture of neck of the femur, take a picture of 
the uninjured as well as the injured side, otherwise there is no way 
in the world to determine whether there is impaction and how much. 

I am not going to start an argument,—I do not say (as we have 


been accustomed to say) break up impaction, but I say anatomic 


restitution and avoid trouble. 

If I might say something in regard to the statement of Dr. King’s 
in regard to the use of the traction table. I do not believe the 
trouble is with the traction table, but the fault is with the particu- 
lar operator; he did not see by the X-ray if he had anatomic resti- 
tution. I believe a great deal of trouble is saved, and human energy 
conserved, by the use of the traction table. 

Fracture of the neck of the femur is always interesting and I 
believe, as Dr. Martin said, of the non-operative methods of treat- 
ment, there is none better than Whitmah’s. I have used the Baikan 
frame and the Thomas splint in some cases, By making use of these 
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you will have movement of knee rather early. These patients should 
not be treated by the old methods,—Listen splint, etc.,—simply be- 
cause they are old. No one of us here would be willing to have our 
parents, if they are living, subjected to that. We want to give them 
as comfortable a time as possible. 


Dr.. J. T. O’Ferrall: I think Drs. Martin and King should be 
commended for bringing about the opportunity to make a plea for 
the better treatment of fractures of the hip. I believe there is no 
class of fracture cases that receive more unpardonable neglect than 
those of the hip. As has been said by one of the other speakers, 
many of these people are told that they are too old to treat. This 
is a great mistake as most of these cases can be cured if the frag- 
ments are brought into apposition and held there. In the past 
week I have seen two cases both of whom were told that they were 
too old to treat and have now become helpless cripples. 

Dr. Martin spoke of the Whitman method of treatment which, in 
a few words, is reduction of the fracture, marked abduction to force 
the fragments in apposition and internal rotation which also im- 
proves the apposition and fixes the fracture. The patient is then 
put into a plaster spica. This enables them to be turned from side 
to side and from abdomen to back, and they can be gotten up on 
crutches, all of which tends to prevent hypostatic pneumonia. It 
is my opinion that the Whitman method is by far the best for the 
treatment of these cases. 

In discussing Dr. Martin’s method with him the other day and 
in thinking it over since that time, I have wondered what the advan- 
tage is over the non-operative method. It seems to me that any 
method requiring an operative procedure is much more likely to 
produce a pneumonia than one in which no operation takes place. 
It is true, however, that Dr. Martin asserts that the screws can be 
inserted without difficulty under a local anesthesia. This is a very 
interesting point, but it would seem very difficult to accomplish. 

Another feature which would seem dangerous is the question of 
inserting a mechanical or metal appliance into the head of the femur 
which, as we all know, is deprived of its circulation and osteo-porosis 
is very likely to occur. 

In the cases presented, it appears to me there is only one frac- 
ture of the neck of the femur and the other two are inter-trochan- 
teric fractures. It would seem that the method is more applicable 
in this type of fracture than fractures of the neck. 

I was very much impressed by the assertion of Drs. Martin and 
King that their patients were allowed to sit up and soon get out of 
bed without any form of fixation. It would certainly seem to me 
that with the femoral head deprived of its nutrition osteo-porosis 
would take place upon weight bearing and the screw tear through 
the softened head. We know that callus does not get hard for six 
or eight months. We find many fractures of the lower extremities 
allowed to perform weight bearing function in six or eight weeks. 
We also find many deformities, not from poor position, but because 
they are allowed to walk too early without some protective ap- 
paratus. I believe that some supporting appliance should be used 
for some months in such fractures. 

The little apparatus which Dr. Martin has designed for the pur- 
pose of determining the angle of the neck of the femur with the 
shaft is very ingenious. The only criticism that can be found is 
that it does not determine the anterior posterior curve or angle of 
the neck of the femur. Albee states that in putting any internal 
splint into the neck and head of the femur, one should figure on 
the angle of the neck of the'femur from below upward to be about 
133° and from backward forward about 10 to 12°. With this angle 
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figured, you can ya i as a rule, drive the screw or nail through 
the neck into the head. 


Dr. Paul A. Mcllhenny: I have listened with interest to the paper 
of Drs. Martin and King reporting their new method of treating 
fractures of the femoral neck, and especially so as I have had the 
pleasure of discussing the procedure personally with Dr. Martin. 

I wish to stress a point which Dr. King mentioned but did not 
emphasize sufficiently, namely, screws, and how much tension one 
should put on them. Any one who has done carpentry about his 
home has found out at some time that he has driven a screw in too 
far and the screw kept on turning without getting tighter; the 
screw had stripped the ‘threads out of the wood because it had been 
forced in too far. This applies to bone as well as wood, and if too 
much screwing is done the threads will be stripped from the frag- 
ments, the screw will then act as a peg, and becoming loose, will 
cause necrosis. In this method where the object is to draw the 
smaller fragment,—the neck,—down to the larger, the shaft of 
the femur, care should be taken not to drive the screws down too 
far, or trouble may be expected, and generally follows. Another 
point which I think would help in enabling one to get the screws 
in properly, and to obtain better relationship between the fragments, 
would be the bearing in mind that the long axis of the neck is about 
the same as the long axis of the internal condyle; by abduction, ro- 
tation and extension we can bring these lines paralel, and then drive 
in the screws, thereby getting practically a normal position of neck 
and shaft. The advantage of this method is that in spite of the 
claims for the Balkan frame, the abduction method, Hodgen’s splint, 
etc., it enables the patient to sit up in bed in a much shorter time 
than with any other method, in some cases even before the wound 
is healed. Hypostatic pneumonia, bed sores, discomfort, etc., make 
it imperative that these patients, especially the aged, be not left in 
bed, and when I consider these points other methods fall greatly 
in the rear of the method developed by Drs. Martin and King. 

Dr. E. D. Martin (closing): In closing I wish to thank those who 
have discussed these cases, but cannot agree that patients are com- 
fortable in a cast, nor do statistics bear out the result claimed by 
some of the gentlemen. It is true they can be moved with the cast, 
~~ not in the cast. In reply to those who doubt, I offer results in 
evidence. 


Dr. A. C. King (closing): I just want to reply to Dr. Cohn, that 
in using the extension table it must be used very carefully. 

Dr. McIlhenny jumped on me for not telling how to put in screws. 
Anybody who has lived on a farm should know how to do this. As 
far as putting in screws are concerned, when the head of the screw 
strikes the bone there is a certain feel of the screwdriver by which 
you know the screw is home. Any man should have sense enough to 
stop when ithe screw stops. Just the same, this comes by actual 
practice. 

Dr. O’Ferrall called attention to the possibility of necrosis in 
putting a foreign body into the head of the femur. I recall one of 
Murphy’s stunts in a case of fracture of the head of the humerus,— 
a compound fracture. He ‘took out, from the cavity, head of the 
humerus, cleaned it and put it back. If the humerus can stand that 
the head of the femur can stand screws. I think the patient present 
tonight demonstrates that pretty well. 

NOTE.—Since the last report of these cases, three others have 
been operated upon. One sixty-eight years of age, one seventy-two 
and one eighty-four, the last two with local analgesia. All wounds 
have healed primarily and ithe patients are sitting up. 
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CHRONIC URINARY DISTURBANCE IN WOMEN.* 


By A. NELKEN, M.D., New Orleans. 

It is an interesting clinical fact that women are subject to 
conditions producing urinary disturbance the analogy of which 
are rarely or never seen in the male. The proximity of the uter- 
ous and adnexa, the short urethra of the female, and the trau- 
ma incident to child-birth are sufficient explanation in some 
of these conditions, but falls short of being a plausible reason 
in many others. Disturbances that for want of a better desig- 
nation we group under the general title of ‘‘neuroses’’ are 
usually more prevalent in women, and this term offers a con- 
venient if inexact diagnosis for many of these cases. 

Frequency and pain are the two important subjective symp- 
toms in urinary complaints in women. As in the male, fre- 
quency may be due to excessive renal secretion of water, so- 
called diabetes insipidus. Investigation will show that the 
quantity voided each time represents the normal capacity of the 
healthy bladder. Many of these cases are cured by the-simple 
expedient of sharply restricting the intake of fluids. The pa- 
tient has been taking these to excess, laboring under the all too 
common delusion that water in any quantity can only be bene- 
ficial. Some of these diabetes insipidus cases are undoubtedly 
due to some disturbance of the glands of internal secretion, a 
subject yet but poorly understood. I have had an occasional 
interesting example of prompt temporary relief in some of these 
patients following the oral administration of pituitary gland 
extract. A recent writer has sought to show a connection be- 
tween bladder disturbance and food allergy. The cases re- 
ported were, I believe, all female. The presence of an anti- 
flexed or anti-verted uterus in the absence of pelvic inflammation 
or pregnancy is not, I believe, a cause of urinary frequency. The 
healthy, non-adherent, non-gravid uterus rises and falls as the 
bladder fills and empties, and gives rise to no vesical symptoms. 
Laceration with cystocele, besides predisposing to residual, may 
give rise to a chronic congestion of the trigone which makes the 
bladder intolerant of even moderate quantities of urine. Ad- 
ditional damage to the urethral musculature during child-birth 
may intensify this condition. Some of these cases have par- 
tial incontinence, the urine passing involuntarily on laughing 


*Read Before the Orleans Parish Medical Society, November 27th, 1922. 
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or coughing. This trouble becomes aggravated with advancing 
years, when there occurs a general let-down in the muscular 
tone of the individual. 

Pain referred to in the urinary apparatus may or may not 
be accompanied by frequency. It may be present only during 
or immediately after voiding, but the rule is that pain is com- 
plained of in the intervals between urination as well as during 
the act. This pain may vary in degree from a feeling of weight 
or discomfort in the supra-pubic region or in the urethra, or a 
feeling of uneasiness in the perineum in the milder type of 
eases to an acutely torturing condition that wrecks the nervous 
system and reacts powerfully on the physical condition of the 
the unfortunate victim of these troubles. I have heard them 
threaten self-destruction if not relieved and have seen drug 
addiction induced in the effort to find relief from suffering. 


Women are liable to the same types of bladder and kidney 
infections that we find in the male. It may be well to stress 
here a point too commonly unrecognized, namely, that, for all 
practical purposes, primary, uncomplicated, chronic bladder 
inflammation does not exist. Even the rare eases that appear 
to be an exception to this rule are explained today on the basis 
of focal infections. The bladder is solely a reservoir for urine. 
The epithelium lining its walls is resistant to infection in the 
absence of trauma, and, when infection does occur, prompt reso- 
lution usually follows the removal of the exciting factor. Ex- 
ceptions may be seen in conditions such as aggravated tuber- 
cular ulceration where extensive damage has been done not only 
to the bladder mucosa but to the underlying coats of that vis- 
cus as well. In both sexes infection from the kidneys or the 
presence of tumor or foreign body may be the etiological fac- 
tor responsible for persisting cystitis. In the male, the pros- 
tate and vesicles are frequently the responsible foci. But the 
short urethra of the female, with its patulous meatus con- 
stantly bathed in vaginal discharge and exposed to fecal con- 
tamination, makes this sex more liable to urethral infection, 
with secondary involvement of the bladder mucosa. This sus- 
ceptibility will explain many cases of acute urethritis and acute 
cystitis seen in women and girl children where there is no 
possibility of venereal infection. 
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Whatever may be the reason, there are two pathological con- 
ditions found practically exclusively in the female that give 
rise to a persistent and painful train of symptoms, the etiology 
of which is difficult to explain. Because of this very difficulty 
and the fact that exactly similar symptoms are rarely if ever 
seen in the more phlegmatie male, there is a tendency to diag- 
nose in women as ‘‘bladder neuroses’’ or ‘*bladder hyperes- 
thesia,’’ conditions that are definite pathological entities. 
Chronie urethritis in the male, due ordinarily to venereal in- 
fection and dependent for its chronicity on disease of the pros- 
tate, seminal vesicles, Cowper’s Glands, or the Glands of Little, 
and accompanied with more or less infiltration of the urethra 
with sear tissue, is well recognized. But this trouble is seldom 
accompanied by severe pain, burning and urinary frequency, 
and in the absence of urethral stricture, save for a slight or 
moderate gleety discharge, the patient has little or no discom- 
fort. The urethra of the female is about one and one-half 
inches in length. It contains mucus glands, most abundant 
about the internal meatus, and two larger glandular struc- 
tures, Skeen’s glands, whose orifices open at or near the external 
meatus. Possibly because of the relative simplicity of its struc- 
ture, infection of the female urethra subsides rapidly and ure- 
thral stricture is rare, being usually found at the meatus, sec- 
ondary to ulcer, But there is a form of chronic granular 
urethritis not uncommon in women which may give rise to a 
train of subjective symptoms that has no analogy in the male. 
In the worst cases, as has just been stressed, the sufferer has 
periods during which pain, localized in the bladder or the 
urethra which may be so severe as to drive the unfortunate 
victim to despair. This pain is not only present at or immed- 
iately following urination but may be more or less constant in 
the intervals. Frequent urination may or may not be a con- 
comitant symptom. The urethra is exquisitely sensitive to in- 
strumentation, and the patient is usually able to localize exact- 
ly the painful spot. Cocanization of the urethra is diagnostic, 
since immediate relief is afforded during the brief interval 
that the anesthetic acts. Catheterized specimens of urine are 
microscopically clear, but may show a few pus and red blood 
cells under the microscope. Cystoscopic examination shows kid- 
ney urines negative for pathology and on bladder inspection is 
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seen a normal mucosa save that there may be some congestion 
and many minute vesicles at the bladder neck, the so-called cys- 
titis coli. Careful urethroscopic examination will show some 
congestion of the deeper portion of the urethra and usually 
there is present a granular condition of the urethral mucosa in 
the region where the patient localizes the seat of the trouble. 
This place tends to bleed with the slightest trauma. Some in- 
jection of the mucus glands may be recognized and, more rarely, 
pus discharging from them is seen. 


These cases of painful urethritis in women must be differ- 
entiated from another and even more painful condition, like- 
wise almost if not entirely restricted to this sex and giving rise 
to subjective symptoms very similar to those of the more ag- 
gravated types of urethritis to which reference has just been 
made. The so-called ‘‘elusive ulcer of the bladder’’ was first 
deseribed by Hunner in 1915. However, as Kretchmer shows, 
this condition has been recognized by Nitze, and he described it 
in detail under the title of ‘‘cystitis parenchymatosis’’ in 
1907. In spite of the attention that has been given to this sub- 
ject since Hunner’s first article, ‘‘elusive ulcer’’ must be a 
comparative rare condition. Kretchmer, in November, 1921, 
was able to collect only 48 cases in the literature, all in women. 
Five of these were his own. Since my attention was first called 
to it, I have searched assiduously in every suspicious case, but 
have found this condition but one time. These patients give 
a history of bladder disturbance, pain, and frequency, which 
differs from the severer types of painful urethritis cases in one 
particular, namely, that relief from symptoms for any pro- 
longed period is rare in ulcer and not uncommon in urethritis. 
Constant pain, frequency, and loss of rest are the symptoms in- 
sistently dwelt upon by the sufferer with elusive ulcer, and it is 
not surprising that, in the presence of negative laboratory find- 
ings in the urine, and with the failure to obtain relief by all 
the routine measures at his disposal, the practitioner confuses 
cause with effect and concludes that he is dealing with a case 
of aggravated neurosis with bladder symptoms. Many of these 
patients have been subjected to various futile operations with 
no suspicion of their real trouble. But careful cystoscopic 
examination will show, in an otherwise normal bladder, an 
area of congestion in the center of which is a slight erosion 
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of the mucosa. This spot bleeds readily from trauma. This 
erosion or abrasion is not as superficial as the cystoscopic pic- 
ture would suggest, involving, as it does, all the coats of the 
bladder with adhesions to the overlying peritoneum. 

Treatment of the elusive ulcer is altogether surgical. The 
only satisfactory results reported to date have followed wide 
excision of the entire ulcer bearing area. The treatment of 
painful urethritis in women is more promising. Dilatation of 
the urethra, with or without local or general anesthesia, is the 
basis of treatment in this condition. Indeed, in some of the 
milder types of this trouble, | have seen cure follow the stretch- 
ing of the urethra incident to the cystoscopic or urethroscopic 
examination. It is of interest to note that urethral dilatation 
was much employed in these cases long before the nature of 
the trouble was recognized. Ordinarily, the female. urethra 
is susceptible of dilatation much beyond that of the male. Where 
patience and gentleness are employed, no harm follows the 
stretching of the urethra as high as 34 Fr. or 36 Fr. All granular 
areas should be cauterized with strong nitrate of silver solu- 
tion, applied directly to the lesion through the endoscope. In- 
fected follicles may be destroyed with the Hight frequency 
spark. Skeene’s Glands may be similarly dealt with or laid 
open and cauterized. Except in rare cases, complete cure or, 
at least, marked amelioration of symptoms will reward our 
efforts. 


DISCUSSION. 


Dr. H. W. E. Walther: Dr. Nelken brought out a point about 
neurotics and I cannot help but emphasize the point, if I may, that 
of condemning these people to unnecessary and prolonged suffering 
by diagnosing them as neurotic, when they really have some trouble. 
I have seen any number of these cases I myself would like to call 
neurotic, but conscientiously I have never felt that I could do so. 
Granular urethritis unquestionably gives a great deal of trouble, 
particularly post-gonorrheal. 

I would like to emphasize the point about stricture in the female. 
We have been accustomed to think that stricture in the female is 
rare. 

In regard to Hunner’s ulcer, Dr. Nelken has very truly stated 
that there are a number of men who cannot find what he does. 
Hunner’s ulcer is very endemic about Baltimore. I have looked 
for it and have not seen one case that I felt was that of the Hunner 
type. Hunner’s ulcer is on the roof of the bladder. 

There was a point brought out and emphasized at the Chattanooga 
meeting recently by a doctor who was studying food allergy that 
struck me as being worth while studying. The doctor had a case 
of a person who had taken wheat. She reacted to wheat. Taking 
the wheat away from her, has relieved her of all trouble. 
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There is one more point: post-radium irritable bladder. It is the 
most uncontrollable of bladder cases that I have seen. 


Dr. Peter B. Salatich: Bladder trouble in the female is something 
in which I am interested. There was a point brought out at the last 
session of the American Medical Association meeting, that — 
women suffer from bladder symptoms after operation. We have all 
thought that it was from the use of the catheter; this man brought 
out the point that it is the lack, and not the use, of the catheter. 
Patients are catheterized after operation; they then void and are 
allowed to go on and void, but they often do not empty their blad- 
ders completely. I make it a point to have the nurse catheterize 
the patient when she begins to void. A patient thinks she has voided, 
and often we remove from four to five ounces. Sometimes it is 
two or three days before the bladder is thoroughly emptied by the 
patient. 

Another point: Many patients have irritation at the neck of the 
bladder, which causes them to void several times at night and al- 
most hourly during the day. In giving bladder irrigation, if you use 
the catheter you continue the trouble. I have seen cases that have 
had the bladder irrigated with the catheter and were no better. 
Irrigate the female bladder the same as the male—with Valentine 
tip. You want to reach the neck of the bladder. I use a special 
syringe and inject 20% argyrol. It is surprising how much benefit 
they obtain in a very short time. 


Dr. Frank J. Chalaron: I have listened to Dr. Nelken’s paper with 
great interest. I must say, though, that my work with the female 
bladder has been limited, but in all cases I have not failed to find 
some pathology to explain the symptoms. I agree with Dr. Walther 
relative to Hunner’s ulcer; it must be an endemic around Balti- 
more though rarely found elsewhere. 

The value of dilation is undoubted; it will work provided there is 
no cystocile. Many cases do not belong to the urologist; they be- 
long to the gynecologist. The trouble is not entirely in the urethra; 
it is at the outer meatus. The prolapse of the upper vaginal wall 
causes the urethral mucosa to protrude and there is a pouting at 
the urethral orifice. The symptoms are due to friction. Many of 
these cases I have considered do not belong to the urologist and 
have sent them back ‘to the gynecologist. In the first case the 
results were good, others, in spite of dilation and operation, are still 
suffering. 

Dr. Nelken (closing): It is interesting to note that, both in my 
paper and in the discussion that followed, nothing was said about 
urethral caruncle in women as a cause of painful urination. This 
is a rather uncommon condition but, when present, may give rise 
to a great deal of urinary disturbance. 

I have not had an opportunity to observe the bladder disturbance 
following radium to which Dr. Walther referred. 

Dr. Salatich brought up an interesting point. It is interesting to 
see the fear of the catheter that many surgeons have. As a matter 
of fact, the healthy bladder, as I sought to show in my paper, is 
highly resistant to infection. These severe cases of infection that 
follow pelvic surgery are really peri-cystitis rather than cystitis and 
are dependent not on the introduction of sepsis so much as they 
are upon the trauma of the operation and the disturbance of circula- 
tion that is a part of these procedures. Added to these are ad- 
hesions, hematomas and disturbed anatomy, all of which are im- 
portant factors in these cases of severe bladder infections following 
pelvic surgery. I 

Dr. Martin referred to fissure as a cause of pain in some of these 
cases of painful urethritis. He is impressed by the similarity to anal 
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fissure. In the latter, however, we have a tear in the mucosa which 

is being constantly pulled upon by the anal sphincter. Cure follows 

dilatation, which puts the sphincter temporarily at rest. Fissure at 

the external urinary meatus, of course, is not in the grasp of the 

, ge and it would not appear to me to be an analagous con- 
ition. 


PYLOROSPASM.* 
By F. J. KINBERGER, M.D., New Orleans. 

In selecting the term Pylorospasm to cover the title of this 
paper, I did so with the intention of covering the subject from 
the standpoint of Pylorospasm caused by the spasm of the mus- 
cular layer of the pylorus and, 2d, those cases classed as Hy- 
pertrophic stenosis of the pylorus. In the series of cases ob- 
served four cases showed stenosis, three partial and one complete 
and the other four symptoms of spasm as evidenced by pro- 
jectile vomiting, gastric wave and loss of weight. The essential 
cause of congenital hypertrophy is unknown. Two hypothe- 
sis have been suggested by Thomson: 1. Hirschsprumg re- 
garded it as a primary developmental hyperplasia; 2. regards 
the muscular hypertrophy as secondary to some form of ante- 
cedent overaction, and suggests that this may have resulted from 
long continued inharmonious working of the various elements 
of the muscular mechanism which controls the emptying of 
the stomach. Such incoordination would probably have begun 
before birth, but would be most active and effective during the 
first weeks of life. To deranged muscular action of this sort we 
may attribute not only the hypertrophy of the muscle, but also 
much of the retention of food in the stomach. As the case 
progresses, however, other important mechanical causes of ob- 
struction arise, which greatly aggravate the symptoms. These 
secondary causes of blocking consist in the increasing thicken- 
ing of the muscular coat of the pylorus and in the longitudinal 
folding of its mucous membrane. 

Another view suggested by an English writer is that the py- 
lorie hypertrophy is associated with hyperadrenalism because 
clinical evidence supports the view that closure of the pyloric 
sphincter is controlled by stimulation of the sympathetic nerve 
supply and its hormone adrenalin. Pancreatic and biliary in- 
sufficiency also resulting from hyperadrenalism, accentuate the 


~~ *Read Before the Louisiana State Medical Society Meeting, April 11-13, 1922. 
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pyloric closure and influence the mortality. The sex prepon- 
derance is of similar importance. 

In a series of cases reported by a foreign writer the symp- 
toms set in unusually early and severely, and the obstruction is 
dangerously complete before the end of the third week; while 
in others, in which the diagnosis is equally certain, the onset 
is delayed and the vomiting and other symptoms are much 
less urgent. In my series, two showed early and marked symp- 
toms of vomiting, loss of weight and obstinate constipation. 
The appearance of the pyloric wave could be determined in the 
majority of cases under observation: Projectile vomiting was 
observed in all the cases. 

In case 1 the persistent vomiting of Leonella B, projectile 
in character, with history of failure to gain, inability to make 
the bowels move unless given purgative, called attention to a 
possible stenosis. This baby was breast-fed and weighed with 
shirt and diaper 714 pounds at six weeks. Heart and lungs 
negative; abdomen soft and thin; extremities flabby and emaci- 
ated. Radiographic examination following the barium meal 
shows the normal stomach, without evidence of pathology. Fif- 
teen minutes afterwards shows stomach half empty. At the end 
of half an hour the stomach is two-thirds empty. There is no 
evidence of pyloric stenosis. Weight one week later, 1/19/22, 
same. Gruel feeding started with use of atrophine before 
feeding. Weight chart showed, February 2, 7 lbs. and 15 oz. 
February 15, 8 lbs. and 1 0z. Mareh 1, 9 lbs. and 7 oz. 

Case 2: This baby had been fed on various formulas. Mother 
was unable to nurse. It was given cow’s milk dilution to sev- 
eral patent foods. In spite of the change, according to mother, 
baby continued to vomit. Physical examination showed poorly 
nourished baby of six weeks with practically negative physical 
findings. Bowels were constipated. There was some food pass- 
ing through pylorus as evidenced by stool. There had been loss 
of weight since birth. There was visible peristaltic wave. Ra- 
diographic examination ruled out stenosis. The stomach began 
to empty immediately, and at the end of one hour is about half 
empty. Case record shows weight of 8 lbs., 1 oz. at six weeks. 
At three months weight was 10 Ibs., 4 0z., and at six months 16 
Ibs., 4 oz. 

Cases 3, 4 and 5 showed practically same symptoms, 
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Case 6. Seen by me in consultation, showed, on radiographic 
examination, that there was marked retention in the stomach 
after three hours, with only a small amount having passed out. 
There was evidence of an incomplete stenosis. The family was 
advised regarding operative means to relieve the condition and 
refused. At nine weeks this baby weighed 7 lbs. and 11 oz. 
This mother insisted on nursing her baby, and I was indeed 
very glad that she did. Gain was rapid at one year; weight 
21 lbs. and 1 oz. The treatment consisted in giving the thick 
gruel as advised by Sauer, and the additional use of increasing 
doses of atrophine before. each feeding. The preparation of 
the gruel is very important, as it must be cooked to the right 
consistency. One part of cereal to seven parts of water or 
skimmed cow’s milk. Boiled for one hour in a double boiler. 
A little salt is added for flavor. Sugar in the form of dextro- 
maltose may be added. The mother must be instructed to cook 
food to a jelly. A great deal of patience is required in feeding, 
because the food is sometimes held in the mouth awhile before 
swallowing. The cereal can be kept warm by putting the re- 
quired amount—from 2 to 4 tablespoons—in a cup and stand- 
ing this in hot water. By taking a small amount of food on a 
tongue depressor or spoon, it is placed on the back of the tongue 
and scraped off with another depressor. As the infant takes 
to the food a hygeia nipple with a large hole in it can be used 
later on for the modification of the formula. In one case where 
the mother had sufficient breast milk, she would massage her 
breast for milk and give along with the food. The use of atro- 
phine played its most important role in those cases with pyloro- 
spasm not due to stenosis. A dose of 1/1000 grain was started 
before each nursing and gradually increased to as high as 1/300 
grain without any untoward symptoms. The dose was given 
about one-half hour before nursing time. According to Potter, 
the effect of atropine is one that depresses or paralyzes the ter- 
minal nerve organs of the para-sympathetie system, supplying 
the involuntary muscles, the intestines and the secretory 
glands. The control of the vomiting should guide the dosage 
and frequency of giving it as in some the drug was given be- 
fore every other feeding. 
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The combined gruel and atropine treatment should be kept up 
for five or six weeks or longer if the infant continues to vomit 
but shows a satisfactory weekly gain in weight. 


The success of gruel feeding, if the co-operation of the mother 
or attendant is sincere, is apparent by the rapid gain in weight 
of the baby,—a change in the disposition is remarkable, from 
a discontented, whiney baby you have one whose attitude is 
more encouraging. About 15% carbohydrates is given in the 
mixture as advised, and according to Cannon in his investiga- 
tions on the physiology of the stomach, carbohydrates are least 
of all acted upon by the gastric juices and therefore is the first 
to pass through the pylorus. This plays an important part in 
the treatment of pyloric stenosis. The vigorous use of atropine 
has been demonstrated by Haas. 


The necessity of an early diagnosis is absolutely necessary, 
as the loss of weight should not be more than 20% of the birth 
body weight. A great deal depends on the medical man in his 
assistance to the surgeon in this respect. 


In one of the cases (No. 8) that required operative proced- 
ure, the X-ray showed complete closure, and Rammstedt’s 
method was pursued. 


The necessary preparation for several days prior to the opera- 
tion has been insisted upon by some. For this the administra- 
tion by subcutaneous of a 2% glucose and saline for several 
days before operation. Six cardinal features are necessary to 
the success of operation: 


1. Gentleness in all intra-abdominal manipulations. 

2. Speed but not ‘‘hurry.’’ 

3. Minimum of manipulation; the exposure and delivery of 
the pylorus should be so planned that only liver and stomach 
are seen. Prolapse of intestine and omentum increase the risk. 

4. The pyloric incision should be placed as near the convex 
surface as can be conveniently reached. The mucosa must be 
exposed throughout its length until it bulges in the wound. 

5. The length of pyloric incision; the tumor should be di- 
vided throughout its whole length on the proximal side, but 
should stop just short of its termination on the duodenal side 


6. Hemostasis. 


‘Seale 
4 
pe 
; 
‘dl 


726 Original Articles. 


DISCUSSION. 

Dr. L. J. Menville (New Orleans): I was very much interested 
in what the doctor had to say in regard to fluoroscopic examination 
as an aid to diagnosis. I was also interested in the statement he 
made about the use of atropin as a method of treatment. From a 
radiological standpoint we divide gastric spasms into extrinsic and 
intrinsic causes, the intrinsic due to pathology within the stomach 
itself, such as gastric or duodenal ulcer, etc., and the extrinsic due 
to some causes outside the stomach, such as gall bladder disease or 
appendicitis, etc. We have in belladonna a very valuable drug in 
making the differentiations of hour-glass spasms caused by, lesions 
within the stomach and lesions without. Belladonna, given to phy- 
siological action, will relieve the spasms when it is due to extrinsic 
causes, with one exception, and that is duodenal ulcer. Sometimes 
a duodenal ulcer will be present and belladonna will not relieve the 
spasm; and as duodenal ulcer is a condition which is surgical, it 
makes little difference, as the case will go to operation. I am happy 
indeed to have heard the paper of the doctor and want to compli- 
ment him upon the thorough manner in which he has presented it. 


Dr. Sidney K. Simon (New Orleans): Infantile pylorospasm, of 
course, occupies a different sphere than we find in adults. I have 
often contemplated the etiology of infantile pylorospasm and tried 
to learn from that something about the pylorospasm we see so fre- 
quently in adults. I have searched the pediatric literature as to the 
—— cause, but as Dr. Kinberger says, up to now they have not 

it upon the cause of spasm at the pylorus. The rectum spasms are 
more easily understood since they show a very definite hyperplasia 
of either the muscular or connective tissues. 

I want to take issue with one or two remarks made by Dr. Men- 
ville. As we have been accustomed to thinking of belladonna, it is 
not of much use in a real functional pylorospasm. The radiologist 
is very often confused in the adult by persisting pylorospasms, since 
they give rise to filling defects and simulate very closely shadows 
seen in pyloric ulcer. I have records of cases where pylorospasm 
has been definitely persistent and where the radiologist has insisted 
on the presence of ulcer in spite of the fact that the clinical evi- 
dence was against it; but the patient has been given over a week’s 
time belladonna and atropin up to the point of tolerance and at the 
end of that time the X-ray picture showed the presence of a spasm 
clearly outlined, both in the fluoroscopic view and also in the picture. 
Operation in at least three of these cases has shown that the path- 
ology was not in the stomach, but outside, the three being in the 
appendix. That is one of the big problems I find in interpreting my 
shadows—the filling defects at the pylorus, whether it is really a 
spasm due to extrinsic causes, or whether it is a definite pyloric 
ulceration. I have noticed that the spasm at the pylorus is clearly 
shown in the early pictures, and in which there is no pyloric absorp- 
tion or gastric retention, in other words, when the stomach empties 
itself rapidly—after the spasm has been overcome, it may persist 
for an hour after the barium is given, and in those cases I believe 
we are dealing with an extrinsic cause, usually the appendix. Bella- 
donna is of no service in that particular type of case in differentiat- 
ing between a true organic lesion of the pylorus, and an extrinsic 
or functional case of pylorospasm. 


Dr. L. J. Menville: Relative to the question of Dr. Simon to 
chronic appendicitis as a cause for the quick emptying of the stomach, 
I can’t say that I have observed this condition. That belladonna, 
given to physiological action, is an important drug in helping to 
make correct diagnoses in peptic ulcers I might mention that Dr. 
R. D. Carman, of the Mayo Clinic, in 343 cases of peptic ulcer diag- 
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nosed with the Roentgen ray, aided by belladonna, 337, or 98.21%, 
were confirmed by operation. In the instances when belladonna has 
been used for diagnostic purposes, and has given unsatisfactory re- 
sults, has been in those cases where it was improperly employed. 


Dr. John Signorelli (New Orleans): Pyloric obstruction in in- 
fancy is divided into two classes: functional and organic. Strictly 
speaking, we understand the functional condition may exist from 
early infancy, or may develop shortly after the birth of the baby. 
As to the etiological factor of pylorospasm, the latest reports seem 
to indicate that it is of early origin, usually found in children where 
the nerve stability is much below par. There is an inclination to 
term this one of the diseases which makes up the family of spasmo- 
philiac conditions. Those of later development are usually of a 
secondary nature and the majority develop as a consequence of im- 
proper feeding. Improper feeding does not necessarily mean im- 
proper formulae. We do have it in breast-fed infants, where there 
is an improper proportion of substances in the mother’s milk. As 
‘a result there is a low grade dyspepsia which gradually lessens the 
resistance of the baby and sooner or later you have a resulting py- 
lorospasm. 

As to the differential diagnosis between functional and organic 
conditions, we usually find that the so-called hypertrophic pyloric 
stenosis is present at birth and the diagnosis should be made very 
easily, inasmuch as the symptoms manifest themselves in the first 
few weeks. Differential diagnosis is not difficult. All of the symp- 
toms that exist in that condition exist all through with the exception 
of a tumor, this being found only in hypertrophic pyloric stenosis. 

As to treatment, belladonna and atropin have been used in my 
hands and produced very excellent results in all cases of the func- 
tional type. But besides the administration of belladonna you have 
to correct the real etiological factor. As the feeding had been im- 
pro er, that must be corrected. Small quantities, more frequently 
repeated, and judiciously given, with the administration of bella- 
donna, usually gives results; but where you push belladonna 
and get no results, usually you are justified in making a diagnosis 
of hypertrophic pyloric stenosis, the treatment of which is surgical. 

Dr. F. J. Kinberger (closing): I have nothing to emphasize ex- 
cept the necessity of careful observation in feeding, and the use of 
gruel feedings in those cases which show partial stenosis. If results 
are not obtained in seven to ten days, then it is a case for the 
surgeon. 
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THE CHARITY HOSPITAL OF LOUISIANA. 


By ALBERT E. FOSSIER, A.M., M.D.* 

In New Orleans today there towers a great monument, not 
the masterpiece of some eminent sculptor, not a mass of stone 
perpetuating the name of some great warrior, prominent states- 
man or famed philanthropist, nor yet a magnificent edifice re- 
cording a great epochal event or a renowned historical achieve- 
ment, but an institution dedicated to the most supreme work of 
Charity, alleviation of suffering and the healing of the sick, the 
Charity Hospital of Louisiana, founded by the sailor, Jean Louis. 


On the 21st day of January, 1736, Jean Louis, an inhabitant of 
Louisiana and a resident of New Orleans, died that day at noon, 
leaving the following holographic will: 

“In the name of the Father, and of the Son, and of the Holy 
Ghost, Amen. 

“Nothing being more certain than death and nothing more uncer- 
tain than its hour, being stricken with a dangerous bodily malady, 
but sane of mind, I desire to settle my affairs, explaining how I in- 
tend that my last will be carried out by my testamentary executor, 
who will be named hereafter, without anyone being able to contra- 
vene, being of age, having neither father nor mother, one having 
died in my childhood and my mother thirteen years ago; besides 
what I possess I have earned in this country irreproachably. 

“As to what may come to me from France of any nature whatso- 
ever, I set in order before leaving and willed it where I should. 

“T recommend my soul to God the Father, Son and Holy Ghost, 
to the Holy Virgin, to my angel guardian, to all the Saints of Para- 
dise, particularly to my holy patrons, praying them ‘to receive my 
soul amongst the Blessed when it shall pass trom this world to the 
other, Amen. 

“I give my soul to God, my body to the earth, asking my executor 
to have me buried simply. Before my funeral a high mass will be 
said, during which, if there are priests, others will be said. During 
one year, on every first Monday of the month, there will be a service 
for my intention in the parochial church and fifty low masses said. 

“Item—I beg those whom I have offended in any way whatever 
to be willing to forgive me as I forgive. I desire that my notes or 
ee, if any are found, be acquitted and paid preferably to anything 
else. 

“Ttem—I give to the parochial church for some ornament or em- 
bellishment which my executor will be kind enough to have made, 
such as a large crucifix or something else at his will, two hundred 
livres, to be used by him for that purpose according to the most 
pressing needs. 

“Item—I give to the poor of this city who are ashamed to beg 
two hundred livres and one hundred livres to procure clothes for 
the most needy orphans, at my executor’s pleasure. 

“My debts having been paid and the above provisions having 
been executed, a sale shall be made of all that remains, which, to- 
gether with my small lot, I bequeath to serve in perpetuity to the 
founding of a hospital for the sick of the City of New Orleans, 
without anyone being able to change my purpose, and to secure the 
things necessary to succor ‘the sick. 


*First installment of the Historical Review of the Charity Hospital of the 
State of Louisiana, written by Dr. Fossier, at the request of the Board of Ad- 
ministrators.—Ed. 
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“T will and direct that tthe said sale be made by my testamentary 
executor, whom I name as director and inspector of said foundation, 
during his life, and in case of his death or of his removal from the 
colony he will, at his choice, name a person to execute my wishes. 

“T beg the Cure of 'the parish to kindly work with my testamentary 
executor for the establishment of the said hospital and the execu- 
tion of my will. 

“This present will, written by my hand, in full possession of my 
faculties and judgment, revoking all wills and codicils that I may 
heretofore have made, the same to be null, willing and intending that 
this present be executed according to its form and ‘tenor, and this 
rather increased than diminished, referring it to my testamentary 
executor’s good will, and to execute all that is herein ccntained I 
pray and name Monsieur Raguette, Councillor of the Superior Coun- 
cil of this province, to kindly take it in charge and act thereon as if 
it were his own, without being obliged to render an account to any- 
one whomsoever, nor shall any officer of justice take cognizance of 
it, trusting entirely in his probity and faithfulness. 

“At New Orleans, this sixteenth of November, one thousand seven 


hundred and thirty-five. 
(Signed) “JEAN LOUIS.” 

A site was chosen at the extremity of the town which, Miro 
states, stood upon a portion of the ground allotted to the city’s 
fortification and today corresponds to the square bounded by 
Rampart, Basin, St. Peter and Toulouse streets. The house 
of Madame Kolly (formerly a convent) was bought by Bien- 
ville and Salmon. Half of the money was expended for beds 
and the usual equipment. With the remaining 5,000 livres, aug- 
mented by the labor of the natives, a large brick hall was built. 

The following contract for building this hospital gives its 
only description that is handed down to us today: 


“Before the notary royal of the province of Louisiana and the 
hereafter named and undersigned witnesses, personally appeared 
Sieur Joseph Villars Dubreuil, contractor for His Majesty’s works, 
residing in New Orleans, who has acknowledged and admitted that 
he has voluntarily made an agreement with M. Raguet as director 
and administrator of the said hospital for the poor of the city, called 
the St. John, founded by Jean Louis, deceased resident of the City 
of New Orleans, with the advice and consent of Rev. P. Philippe, 
priest and superior of the R. R. Capuchin Fathers of the province, 
Asst. Vicar of His Grace of Quebec, also present here, and to carry 
out the will of the said deceased, Jean Louis, after deliberation made 
in presence of M. de Salmon, on the twenty-ninth of March, one 
thousand seven hundred and thirty-six, deciding that there would 
be built, when M. Raguet pleases, a hall and buildings suitable to 
the accommodation of the poor, as the house in which they are lodged 
is too small. Wherefore the said Sieur Du Breuil promises, obligates 
and binds himself by these presenits to have built, constructed and 
erected on the site of the said hospital a hall measuring forty-five 
feet in length by twenty-five in breadth and fourteen in height, in- 
cluding the foundations, the whole in walls of well-conditioned brick, 
subject to supervision conformably to plan and payment now made, 
which he promises to construct for the price and sum of two hundred 
livres per cubic fathom, full or empty, and the other requisites, such 
as lumber, planks, coverings, iron work and entire building at the 
same price as these are furnished to His Majesty in this country. 
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The said work will be begun as soon as possible, the sum of three 
thousand livres having been presently given and delivered to Sr. 
Dubreuil by Sr. Raguet in specie as payment on account, for which 
this present serves as a receipt, it being agreed that payments will 
be made as the work progresses, for security of which the said Sr. 
Dubreuil has hypothecated all that he now possesses and also what 
may come to him hereafter, promising, renouncing, each in good 
faith. Done and passed in New Orleans, before noon, in the year 
one thousand seven hundred and thirty-six, on the tenth of June, in 
presence of Sieurs Augustin Chantalou and Laurent Roumier, who 
have previously signed as first witnesses and have signed with the 
said parties. 

“Signed at the moment these presents: ‘Roumier,’ ‘Raguet,’ ‘Du- 
Breuil,’ ‘Chantalou,’ ‘Henry’.” 

This the original Charity Hospital was named the St. John, 
and mentioned in official legal records as ‘‘]’hopital des pauvres 
de la Charité.’’ 

In the interesting memorial, dated May 20, 1737, to the Minis- 
ter in France, written by Bienville and Salmon, they tell that 
the hospital had five patients. And also from the following 
abstract from the same report, that this institution served a 
dual purpose of hospital and asylum to the indigent poor. 

**By this means there will be no more mendicants. They will 
all be interned there and put to some work suited to their abil- 
ities. This will even help to diminish their number for most of 
those who beg and who will be shut up here will prefer to work 
than to lose their liberty.’’ 

For over forty years this ‘‘Hopital des Pauvres’’ was a ha- 
ven of hope for and administered to the suffering of those in- 
trepid travelers and adventurous pioneers who, drawn by the 
lure of a promised El Dorado and the fallacious inducements 
held out by the wily John Law, braved the privations, hard- 
ships and pestilences of a primeval country and became stranded 
on our shores. 

Miro tells us that the devastating hurricane which played 
havoe with the city in the summer of the year 1779 converted 
the Jean Louis Hospital into a heap of ruins and that only 
the kitchen and the storehouse escaped the fury of the storm. 
The destruction of this institution resulted in so much conster- 
nation and suffering that in speaking of the calamity, Governor 
Don Estavan Miro says: ‘‘Many sick paupers are now wander- 
ing throughout the city in quest of shelter and succor and are 
hourly exposed to perish upon the very streets, or in some ob- 
secure by-corner.’’ 


(To be continued.) 
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me. have no Soul, What once it was, was bartered long ago 
for but a paltry bag of gold. Lam the living Desecration of real 
womanhood though sometimes Im a masquerading CHING that 
outwardly would seem tobe aman. Lam the incarnationof 
everything thats vile. Tam Depravity aud Dasenessunified 
and I would smile if you should spit upon my face. 

amin truth the essence of pure itself. Tcannot 
even boast of being surgically clean. And if ney food should 
be in consonance with all wy foul and sordid attributes, I 
should be nurtured on the dregs of cess pools and of setvers 
and I should drink the water from the gutter and the ditch. 

I revel in the dark and shun the fight of day - I ooze 
and slink around at night with toads and snakes and other 
reptiles like myself. I sucks the life blood, nay 
aud rend in shreds the fender vitals af unprotected and de- 
fenseless babes, before they leave their Mother's wom 
and thus,T wallow in the gore 

am the Diving Hie! For while of humans profess 


tobe, [am unnatural-a Beast. 
Jan the Super Chief an cheat my Country and my God, 
for seat Hie tse] 


New Orleans Medical and Surgical Journal, May, 1923. 


Mine is a life Ievoted ta the slaughter of the °: 
Ermocent. the Harlot is creature as compared to 
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EDITORIALS. 


THE CHARITY HOSPITAL APPEAL. 


There is one phase of the ‘‘Charity Hospital Appeal’’ which 
must convince every individual conversant with present condi- 
tions at the hospital. There is an immediate, pressing need 
for buildings to house the men and women whose life is an in- 
tegral part of the hospital. Competent nursing cannot be ob- 
tained without room to put the nurses, and it is a fact that such 
room is not now available. Furthermore the gross incongruity 
of ‘‘Internes’’ being compelled to live outside the hospital which 
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is also a fact, is nothing short of pathetic. These considerations 
alone should be sufficient to enlist the enthusiastic support of 
every individual approached, in behalf of the cause. 


FOR EXAMPLE. 


A few months ago this Journal commented editorially on the 
obligation incumbent upon schools in the selection of competent 
medical men for looking after boys and girls away from home. 
There is a far reaching note of pathos in the self-explanatory 
letter quoted below, giving rather full details of a case in point. 

In this instance the Southern boy in question suffered severe- 
ly from the climate and the cold, and he remained uninstructed 
in the art of protecting himself. Because of exposure perhaps, 
his resistance was at a low ebb, and he contracted a cold which 
evidently developed into a pneumonia for which he was admitted 
to the infirmary. The gravity of this condition was apparently 
not recognized, for after a few days he was permitted to return 
to his dormitory where he looked after himself as best he could. 
During this period even the food he bought was inadequate. 
Even after his return to the infirmary in a few days, it took an 
outside physician to recognize and remove forty-four ounces of 
pus from his chest. The boy died. Here is in part what the 
father thinks of the tragedy: 


**Tt is too late for anything to be done for , but I do 
hope that something in the way of health supervision can be 
secured for the benefit of other students. You have in your care 
some six hundred boys. You provide for certain fees such as 
gymnasium, ete., but there is no fee provided nor any reference 
in your catalog regarding health supervision. The importance 
of this matter has been brought home to me very conclusively.’’ 

‘*A fee of $10.00 for each pupil would provide approximately 
$6000.00 per annum toward salary for a competent, conscien- 
tious and enthusiastic physician.’’ 

‘‘It is not right for a doctor dealing with a student so far 
away from home to minimize his condition no matter what it is. 
The exact conditon should be stated and the parents permitted 
to decide what is best to do especially if they are far away. In 
this case I doubt if the doctor knew how sick was, for 


I would rather believe that, than to dwell on his permitting 
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to leave his bed when he was so weak that he fainted 
while going to the bath room.”’ 

‘*Please appreciate that the purpose of this letter is in no way 
intended to be critical. Details have been given to emphasize 
the writer’s opinion that health supervision in schools is vital. 
We trust that some better provision for the others will at least 
result from this recent experience.’’ 

The boy who was the inspiration of this letter, was attend- 
ing one of the best known preparatory schools of this country 
and yet the authorities apparently were sorely delinquent and 
not awake to their grave responsibility. The point is that there 
should be medical supervision in schools and that this super- 
vision, to be efficient, must be placed in the hands of competent 
individuals. 


A PAGE FROM THE PAST. 


Perhaps before this number of the Journal comes off the press, 
the work of relegating one of New Orleans’ medical and surgi- 
cal landmarks to the scrapheap, will have begun. The purpose 
of course will be to replace these old buildings with modern 
structures which from present indications will leave little to be 
desired from the standpoint of vastness, scientific equipment 
and architectural beauty, embodying also elaborate provisions 
for the comfort and convenience of the sick. 

Reference is made to the present main building of Hotel 
Dieu fronting on Tulane avenue, which was erected in 1859. 
With the passing of this and the other antiquated buildings 
representing the last vestige of the old regime, our thoughts 
irresistibly revert to the past. Here is a bit of interesting his- 
tory gleaned from page sixteen of Gardner’s New Orleans Di- 
rectory for 1861: 

“Hotel Dieu, Common street, beiween Bertrand and Johnson 
streets, New Orleans. The Sisters of Charity lately in charge of 
Dr. Stone’s Infirmary have opened the above institution for the re- 
ception of patients. 

“The building is entirely new and built expressly for the accom- 
modation of invalids. The private rooms are spacious, well venti- 
lated and have every convenience for the sick. Competent male and 
female nurses are constantly in attendance and under the care of the 
Sisters of Charity. Patients will receive every attention. 


“The Slave Department possesses superior advantages for this 
class of patients, and will receive particular care. 
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“Consulting Physician and Surgeon, Dr. J. C. Wederstrandt, Phy- 
sician and Surgeon, Dr. P. C. Boyer. The terms of admission are as 
follows: Private rooms, per day, $3 to $5; wards, per day, $1; 
slaves, $1. 

“All patients, upon admission, are required Ito deposit for private 
rooms, $50; wards, $30; slaves, $20. The deposit to be renewed if 
patients remain over the time first paid for. For further informa- 
tion inquire of the Sister Superior of the institution.” 

For the benefit of those of us whose visiting days at the Hotel 


Dieu do not date back to 1861, the ‘‘Slave Department’’ was 
what is now ‘‘St. Margaret’s Hall.’’ 

Contrast with present day conditions, the terms of admission, 
the laboratory conspicuous by its absence, the ‘‘staff’’ composed 
of two all-embracing ‘‘hpysicians and surgeons’’ and you have 
pictured before you between these extremes the complete evolu- 
tion of modern medicine. 


HISTORICAL. 


Medical Boards of Louisiana. There have been four acts passed 
in this state relative to the right of practicing physic and surgery, 
and the profession of apothecary in 1808, 16, 17, 20. 

The following are the leading enactments. A board for each 
Supreme Judicial District, eastern and western. Each to consist 
of six members, including in the eastern one apothecary. They are 
appointed by the Governor in concurrence with the Senate; and the 
vacancies filled in the same way. Three of each board form a 
quorum. The Attorney General in New Orleans and the district at- 
torneys in the other parishes, are directed to prosecute for infrac- 
tions of the laws. The penalty for practicing without a license are, 
for the first offense, one hundred dollars, and imprisonment for one 
year. The licenses for either board entitle the holder to practice 
in any part of the state. 

The licenses granted by the board are to ‘be recorded in the clerk’s 
office of the parish where they intend practicing. Applications are 
to be made to the presidents. They are authorized to charge $20.00 
for each license. 

R. Lemonier, M.D., president; Y. Labatut, M.D., J. Rice, M.D. 
E. H. Barton, M.D., James Jones, M.D. A Delpeuch, apothecary and 
secretary. 

Those living and practicing in New Orleans, year 1840, and none 
others, are so entitled, unless they came here prior to 1806, and had 
the certificate required by the Act of 1808, duly recorded in the 
clerk’s office. Upon examination there is no license received pre- 
vious to 1820. 

From Historical Epitome of the State of Louisiana with the Historical Notice 
of New Orleans, 1840. : 
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SOCIETY PROCEEDINGS. 


PROCEEDINGS 
OF THE 
HOTEL DIEU STAFF. 
Monthly Meeting for April, 1923. 
The President, Dr. Homer Dupuy, in the Chair. 
REGENERATION OF ELBOW JOINT. 


A case of regeneration of elbow joint following resection of 
lower end of humerus (including joint surfaces) was presented 
by Dr. H. E. Nelson and Dr. Lucian Fortier. 

Patient female, white, age 47 years. In August, 1893, at 19, 
while playing, was caught hold of by both arms, just above 
the elbows, and pinched severely. This was followed by great 
pain, swelling and ecchymosis. The inflammatory signs and 
symptoms persisted in the right arm, accompanied by chills 
and fever. About five months after injury, an incision was 
made parallel with the long axis of the humerus and in its 
lower third. Pus was evacuated and a sliver of bone removed. 
This gave some relief and the arm gave every promise of get- 
ting well, when in August, 1894, one year after the original 
injury, a door slammed on the affected arm, lacerating the soft 
tissues and contusing the bone. This injury was attended with 
great pain and bleeding and there followed periodical attacks 
of chills and fever which would be relieved by the spontaneous 
evacuation of pus. This condition continued until July, 1895, 
when upon being advised to submit to amputation of the arm, 
the father decided to take her to the Charity Hospital and get 
the advice of the then House Surgeon, Dr. J. D. Bloom. On 
July 12, 1895, Dr. Jules F. Schmittle, assistant to Dr. Bloom, 
and under the latter’s supervision, operated, performing a 
complete resection of and removal of the lower third of the 
humerus including the articular surfaces. 

The incision was made on the outer aspect of the humerus and 
parallel with the long axis. The wound was said to have been 
stitched at the time of operation and to have healed primarily. 
The patient was left with a flail joint. The surgeon, however, 
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very ingeniously devised a moveable and adjustible brace con- 
sisting of metal and leather, and instructed the patient in its 
use. At the end of fourteen months following operation the 
patient was permitted to dispense with the brace, as at this 
time the elbow ceased to be flail. During the following six 
years the patient very conscientiously used active and passive 
motion and at the end of this period had a most useful elbow 
joint. Function was so good that Dr. Nelson at first had doubts 
about the joint surfaces of the humerus having been removed. 
The exhibition of the removed bone, which the patient had with 
her, removed this doubt. 

X-ray pictures by Drs. Fortier and Gately showed complete 
regeneration of the removed portion of bone and the forma- 
tion of a new and functionating joint surface. 

The joint had flexion and extension to an almost complete de- 
gree, while there was ability to pronate the forearm half way, 
the function of rotating the humerus compensating for what 
might be lacking in supination. Dr. Nelson thought the oper- 
ation performed no doubt consisted of the preservation in’ situ 
of enough bone regenerating tissue to make this interesting 
and remarkable result possible. 


EPISIOTOMY. 


DR. P. B. SALATICH presented a short paper entitled 
‘*Episiotomy and Its Advances in Preventing Laceration and 
Relaxation of the Perineum.’’ The essayist stated that the 
most favorable obstetrical patient is the dark-skinned woman 
of medium build, while the short, stout, fair-haired woman 
was the one most likely to give trouble. Many of the latter 
type would manage to force the presenting part down on the 
perineum, and would then have to be assisted. 

The following plan was advocated to save the perineum. 
When the head was coming down well and the vulvar opening 
was beginning to dilate, the head was pushed back a little 
every three or four pains, and the tissues were inspected for 
beginning tears. If only one-third or one-fourth of the head 
had passed through the vulva, and the vagina was beginning 
to tear, the perineum would almost certainly be lacerated. 
Again, if the ring of the hymen was rigid and unyielding, a 
tear was probable, while if it was soft and pliable, the perin- 


Illustrating case of Drs. Nelson and Fortier. Actual joint surface removed at 
the time of operation in 1895. 
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Illustrating case of Drs. Nelson and Fortier. 
present time. 


Showing new elbow joint at the 
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eum would no doubt stand the strain. If a laceration was 
feared, it was averted by making a right episiotomy under 
chloroform, passing at once (but not tying) a silkworm gut 
suture deeply into the incision, through the eut edges of the 
ring of the hymen. The face was retarded until the nape of 
the neck engaged under the symphysis. This manoeuvre fur- 
ther materially reduced the tendency to laceration. Tearing 
by the shoulders was avoided by delivering the anterior shoul- 
der as far as possible, before the posterior one was allowed 
to be born. The previously passed silkworm gut suture was 
used as a tension suture; the vaginal cut was sutured with 
No. 2 chromic catgut, the tension suture was tied, and the skin 
eut was sewed with silkworm gut. 

The writer claimed that episiotomy saved the perineal struc- 
tures from serious injury, that severe after--effects of labor 
were avoided, and that the patients would be in excellent con- 
dition when examined several months later. 
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PROCEEDINGS 
OF THE 
TOURO INFIRMARY STAFF. 
Monthly Meeting for April, 1923. 
Dr. M. Feingold in the Chair. 


DIASTATIC ACTIVITY. 


DR. W. E. LEVY presented two cases to demonstrate the 
possibility of differentiating between a true toxemia of preg- 
nancy with an impending eclampsia, and a case of pregnancy 
complicated by a chronic nephritis. 

Dr. Levy, corroborating with Dr. Bowden, and starting this 
work about a year ago, following the technique as set forth 
by McKenzie Wallis in the British Journal of Gynecology and 
Obstetrics, for estimating the diastatic activity of the urine. 
They divided their cases into the two aforementioned groups, 
and their results were most gratifying. 

He said that McKenzie Wallis set as his normal figure 15, 
and that any great variance below this speaks for a chronic 
nephritis, whereas a high figure was | indicative of a toxemia 
of pregnancy. 


Mrs. McG. Age 31 years, Para. 4. Family history negative. 
Personal history: Usual diseases of childhood. (No history of an 
acute infectious disease.) Recent medical history negative. Sur- 
gical—negative. Obstetrical history: Two children living, 9 and 5 

ears, respectively. One child dead; premature and stillborn. All 
abors and puerperiums normal, except last. With this pregnancy, 
which was the one resulting in ‘the premature birth, patienit had al- 
bumen, high blood pressure, and various other symptoms of an im- 
pending eclampsia, and was given routine medical treatment therefor. 

Present illness: The patient was referred by one of the staff, 
about January 1st. He called to see her and was told of her pre- 
vious pregnancy. Her blood pressure on the date of the first visit 
was 140-95. rine negative for albumen. One week later her 
blood pressure had risen to 165 (systolic) and her urine showed 
about .56% albumen. Routine medical treatment and diet for an 
impending eclampsia were instituted. Two days later the patient 
was seen and it was found that in spite of dieting and treatment, 
her blood pressure had risen to 210 and her urine contained 10% 
albumen. On admission, her blood pressure was 205-125. 

Routine ‘treatment was given, but in spite of this, her blood pres- 
sure never came below 180, her urine never less than 16% albumen, 
but no ag and she still had a tingling sensation in her hands and 
arms. . S. T. was 50%. Her diastatic activity was 100 units, 
rising the amount of 600 units. Eye grounds nega- 
tive. 

Diagnosis: Pre-eclamptic toxemia. 


Society Proceedings. 739 


Treatment: Induction of labor ‘by insertion of catheters. 

Post-partal: On the second day her blood pressure was 170-130 
and her urine contained 4.5% albumen, but no casts. 

This case made an uneventful and a febrile recovery. 


Mrs. E. S. Age 36 years. Para. 6. Family history negative. 
Personal history: Usual diseases of childhood. Recent medical: 
Severe attack of malaria several years ago. Obstetrical history: 
Four children living. One miscarriage of tour months. Last child 
delivered by Caesarian section at Charity Hospital, due to patient 
having had convulsions. Patient unconscious for two days following 
delivery. 

Present Illness: The patient visited the obstetrical clinic on Janu- 
ary 9th. Her blood pressure that day was 160-95, and she had 1% 
albumen. She was sent home to bed, with our usual routine direc- 
tions. Two days later I called on her. She had been vomiting and 
felt generally bad. Her blood pressure had risen to 190. I imme- 
diately sent her in to the institution. 

On admission, she was given routine treatment, and the usual 
observations were made. Her urine contained never over 4.5% 
albumen, but had fine and coarse granular casts. Her P. S. T. was 
20%. Her diastatic activity was 6.5 units. Her blood showed non- 
protein nitrogen 39.9 mg. per 100 cc. Urea nitrogen 25, creatinin 
1.5, uric acid 4. Dextrose 100 mg. per 100 cc. 

Dr. Bamber, in reporting on her condition, says: ‘Heart slightly 
enlarged to left. Systolic murmur at apex and over aortic area. 
A2 ringing and accentuated. Pulse rate 96. No definite findings in 
lungs. Blood pressure 190,120.” 

The patient delivered spontaneously four days after admission. 
Her recovery was uneventful, except that her blood pressure never 
went below 190 and her urine still contained albumen and casts. 

Diagnosis: Nephritis and mitral insufficiency. © 


In contrasting the cases Dr. Levy stressed the point that the 
first case, that of an impending eclampsia, showed a normal 
P. S. T., a high albumen content, no casts, and a diastatie ac- 
tivity of 100 to 600 units. The second case, the one of nephritis, 
showed a P.S.T of 20, a low albumen content, casts, and a 
diastatic activity of 6.5 units. 

DR. BOWDEN related that the estimation of diastatie ac- 
tivity was begun by Wohlgemuth in about 1908. (Since there 
is no known technique for the estimation of enzymes, per se, 
we have to estimate their activity). Wohlgemuth, working 
with Nogouchj and others, applied the estimation of diastatic 
activity to the urines of nephrities, finding it low in these cases 
Later these same observers applied this technique to diseased 
conditions of the pancreas, both inflammatory and _ neoplastic. 
However, in 1917, McClure and Pratt followed their work on 
pancreatic diseases and if possible to draw conclusions from 
their paper, Dr. Bowden inferred that they considered it -of 
little or no value. Gillen in 1914 wrote a most excellent article 
on the value of estimation of diastatic activity in renal con- 
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ditions. In that paper he makes use of the statement that in 
eclampsia, the diastatie activity tended‘to be high. That was 
the first mention he knew in the literature of its application 
to pre-eclamptic states. In discussing this method of differ- 
entiating between a nephritic and pre-eclamptic state, the sug- 
gestion was made that it was probably of little value because 
it was largely controlled by dilution. This suggestion natur- 
ally seemed very logical and she felt a great sense of disap- 
pointment, for she had been quite enthusiastic concerning the 
test. With further reading of the literature however, she found 
that this point had been carefully investigated and unless the 
dilution or concentrations were very extreme it was found to 
be a negligible factor. There were several things however 
that did influence the diastatic activity, namely, blood in the 
urine, fever, and all infectious diseases. These tended to give 
a high diastatic activity. In January of 1922 the paper that 
Dr. Levy mentioned appeared and at his request the work was 
begun, with very excellent results. So far she did not think 
it was 100% good, but it had certainly given encouragement 
to follow up results. Work has been done for the Newman- 
Levy Clinic, Dr. Miller and Dr. Hirsch and statistics of value 
will be compiled. 

Dr. Bowden explained that the reaction was based upon 
the principle of hydrophysis of a pure soluble starch into ery- 
throdextrine, achro-dextrine, maltose, ete., giving colors vary- 
ing from a golden-yellow to wine, to purplish-red, to blue, us- 
ing 1/100 normal iodine solution as an indicator. The test was 
simple. 

The suggestion in the English paper that fourteen estima- 
tions be made on twelve one-hourly and two nightly (6-hour) 
specimens seemed unfeasible even in hospital cases. As the 
concentration of the enzyme was fleeting, being killed off by 
products of its own activity, it was advisable to work with suc- 
cessive specimens. These must be preserved with toluene. 


DR. NEWMAN asked Dr. Bowden if she did not think that 
the employment of the urea conéentration test would tend to 
reduce to a minimum the errors of the diastatic test? He did 
not think Dr. Levy emphasized one part of his paper sufficiently, 
that is, that one of his patients had had a Caesarian section 
performed and despite all the facts of the case, she was allowed 
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to deliver spontaneously. Dr. Bowden’s findings were a great 
assistance in arriving at a decision as to whether or not labor 
should be induced. 


DR. HILLIARD MILLER said that Dr. Bowden had helped 
him in four of these cases. In each case the blood was taken 
without her knowing the status of the patient and her report 
absolutely coincided with the clinical findings and subsequent 
developments in each case and assisted him in differentiating 
between a chronic nephritis and kidney of pregnancy. 


DR. BOWDEN, closing, remarked that the urea concentra- 
tion test was very valuable, but undoubtedly there was a very — 
great difference in the power of the kidney to excrete preformed 
urea and the urea which was the result of body metabolism. 
She claimed it was impossible to make a diagnosis on one fune- 
tional test alone, and that it should be viewed in the light of 
clinical findings and be, followed up by more than one test. 
The English authors employed four functional tests. The al- 
bumin in eclampsia was very much higher than the albumin 
in nephritis. Qualitative test for globulin in suspected eclamp- 
sia should also be done. 


DR. LEMANN asked Dr. Levy what was meant by ‘‘regu- 
lar treatment.’’ 


DR. LEVY replied that her protein diet was cut out entirely. 
Purgation was encouraged, diluted with as much water drink- 
ing as possible. 
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THE LOUISIANA STATE MEDICAL SOCIETY. On April 
24th, 25th and 26th the Louisiana State Medical Society held its 
Forty-fourth Annual Meeting, in New Orleans. From the 
standpoint of registration, entertainment and scientific discus- 
sion the meeting was one of the most successful in the history 
of the society. 


PROJECT FOR DOWNTOWN MEDICAL OFFICE BUILD- 
ING. The possibilities of erecting a medical office building in 
the downtown section in New Orleans were discussed by the 
Orleans Parish Medical Society on April 9th, and at a meeting 


of medical men and dentists at the Grunewald Hotel on April 
17th. 


PASTEUR EUROPEAN TOUR. In order to celebrate the 
Centenary of Pasteur, there has been arranged for the medical 
profession a European tour, under the patronage of the French 
Ministry of Public Works and the French Ministry of Public 
Instruction. The general management is under the General 
American Agency of the Railways of France, 281 Fifth avenue, 
New York, of which L: J. Garcey is the general agent. 

**Travel will be first-class throughout. The price of 5820 franes 
covers everything not of a strictly personal nature while in 
France. No price has been quoted for the ocean crossing so as 
to leave participants full liberty to make whatever arrange- 
ments they desire for that portion of the voyage. A trans-At- 
’ lantie round-trip ticket can be secured for as little as $240.00 
and $5.00 war tax.’’ 

The Honorary Committee in charge of the tour is as follows: 
President J. J. Jusserand, French ambassador to the United 
States; Dr. Jos. S. Blake, New York; Dr. Geo. M. Kober, Wash- 
ington, D. C.; Dr. Ernest Laplace, Philadelphia; Dr. Franklin 
Martin, Chicago; Dr. Rudolph Matas, New Orleans; Dr. Wil- 
liam J. Mayo, Rochester; Dr. George D. Stewart, New York. 

This trip offers such unusual advantages at such an extraor- 


dinarily low rate, that the Journal submits the complete itin- 
erary : 


ITINERARY. 


Wednesday, July 11—Arrive Cherbourg, Le Havre, Boulogne or 
Antwerp. Proceed to Paris. 


Thursday, July 12, Friday, July 13—Paris. Visit the city. 
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Saturday, July 14—-Visit and reception at the Pasteur Institute, 
the School of Medicine, and at other institutions of professional in- 
terest. 

Gentay, July 15—Automobile excursion to St. Germain and Ver- 
sailles. 

Monday, July 16—Excursion to Fontainebleau. Visit the forest 
by automobile. Visit the Castle and Park. 

Tuesday, July 17—Paris. 

Wednesday, July 18—Excursion to Chantilly and Senlis. 

Thursday, July 19.—Paris. 

Friday, July 20—Leave Paris for Chateau Thierry, Belleau Woods 
and Rheims. 

Saturday, July 21—Rheims. Visit the battlefields of Champagne. 
Leave for Verdun. 

Sunday, July 22—Verdun. Visit the city, the forts, the “Trench 
of the Bayonets.”’ 

Monday, July 23—Visit Montfaucon and other sections of the Ar- 
— The American Cemetery at Romagne. Proceed to Stras- 

ourg. 

Tuesday, July 24, to Sunday, July 29—Strasbourg. Visits of the 
city. The International Exhibition. Official Recepltions. 

N. B.—The Dermatological Congress will be in session July 26th 
to 28th, the Leprosy Congress, July 28th to 31st. 

Monday, July 30—Leave Strasbourg for Selestat on the first leg 
of a five days’ automobile journey through picturesque Alsace, the 
Vosges and the Jura mountains. 

Tuesday, July 31—Leave Selestat for Colmar by automobile. 

Wednesday, August 1—Leave Colmar for Mulhouse by automobile. 

Thursday, August 2—Leave Mulhouse for Belfort by automobile. 

Friday, August 3—Leave Belfort for Besancon by automobile. 

Saturday, August 4—Besancon, scene of Pasteur’s early studies. 
In tthe afternoon, excursion to Dole, Pasteur’s birthplace. 

Sunday, August 5—Excursion to Arbois, where Pasteur was a pu- 
pil of the “école primaire” and the lycée. 

Monday, August 6—Continue by automobile along the “Route 
du Jura” to Geneva. 

Tuesday, August 7—Geneva. In the afternoon, cross Lake Leman 
to Evian. 

Wednesday, August 8—Evian. Reception by the municipal au- 
thorities. Visit the city. The Thermal Springs. The Casino. 

Thursday, August 9—-Leave for Chamonix by automobile along the 
beautiful ‘Route des Alpes.” 

Friday, August 10—Chamonix. Mont Blanc. 

Saturday, August 11—Continue by automobile along the “Route 
des Alpes” to Annecy. 

Sunday, August 12—Annecy. After dinner proceed by train to 
nearby Aix les Bains. 

Monday, August 13—Aix les Bains. Visit the Thermal Springs 
and Casino. Reception by the municipal authorities. 

Tuesday, August 14—Leave for Vichy. 

Wednesday, August 15—Vichy. Visit the Thermal Establishment. 
The Casino. The Park. Reception by the municipal authorities. 

Thursday, August 16—Vichy. Leave for Paris in the late aft- 
ernoon. 

Friday, August 17—Paris. 

Satturday, August 18—Leave Paris for Le Havre, Cherbourg, 
Boulogne or Antwerp. Embark on homeward-bound steamer. 


EUROPEAN TOUR. The tour is intended for physicians 
and surgeons and their families desirous of visiting the best 
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known clinics in Europe. The party leaves Montreal on June 
16th on the S. S. Megantic, ‘‘at an inclusive cost for the tour of 
4#1,450.00.’’ Visits are contemplated at the clinics of Sir Berkely 
Moynihan, Sir Harold Stiles, Mr. Geo. Grey Turner, Mr. James 
Rutherford Morison, Sir Robert Jones, Sir Arbuthnot Lane, 
Pierre Duval, Theodore Tuffier, Rafaele Bastianelli, De Helley 
and others. Communications should be addresed to Earl B. 
Hubbell, 14 North Dearborn St., Chicago. 


AT THE CHARITY HOSPITAL, NEW ORLEANS. The 
Board of Administrators in conducting the Charity Hospital 
Appeal have organized in the following manner: Mr. Fred W. 
Evans, Retail Merchants; Messrs. Sylvan Levy and C. A. Hart- 
well, Wholesale Merchants; Mr. C. C. Cowles, assisted by Dr. 
W. W. Leake and Fred W. Matthews, the whole State outside the 
Parish of Orleans; Mr. Wm. Pfaff, Political and Fraternal Or- 
ganizations; Dr. Geo. S. Bel, Medical Profession. 

A meeting of the ladies was called and the following ladies 
were appointed in charge: Mrs. Geo. G. Whitney, Hon. Chair- 
man; Mrs. Chas. F. Buck, Active Chairman; Mrs. Jos. E. Friend, 
Vice-Chairman; Mrs. Marie Louise de la Vergne, Secretary. 

Practicaly the whole city has been mapped out and assigned 
to the different workers, and their work preliminary to can- 
vassing is well under way already. 

The old Y. W. C. A. building, 920 Common street, having been 
loaned by Mr. C. A. Hartwell, is being used as the Appeal Head- 
quarters. Any donations by check should be made payable to 
the Charity Hospital Appeal Fund. 


AMERICAN PROCTOLOGIC SOCIETY. The twenty-fourth 
annual meeting of this society will be held in Los Angeles, Calif., 
June 22 and 23, 1923. Clinies will be held at the Los Angeles 
County Hospital. An interesting program has been arranged. 
The profession is cordially invited to attend the public sessions. 


MEDICAL SOCIETY OF THE STATE OF PENNSYL- 
VANIA. On April 1, the office of the Executive Secretary of 
this society was transferred from 212 North Third street to 
230 State street, Harrisburg, Pa. On the same date the Pennsyl- 
vania Medical Journal became the Atlantic Medical Journal, 
with office of publication located at same address. 
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BOOK REVIEWS AND NOTICES. 


All new publications sent to the JOURNAL will be appreciated and will invari- 
ably be promptly acknowledged under the heading of “Publications Re- 
ceived.” While it will be the aim of the JOURNAL to review as many 
of the works accepted as possible, the editors will be guided by the 
space available and the merit of respective publications. ‘rhe acceptance 
of a book implies no obligation to review. ’ 


Intestinal Parasites and Human Disease, by Asa. C. Chandler, 
M.S., Ph.D. Pub. by John Riley & Sons, Inc. 


The author states, and wisely so, that the most pressing need of 
the present time is the education of the people as a whole in the 
subjects of parasitology and preventive medicine. He further states 
that popular ignorance of many important facts concerning these 
diseases, even facts that have been common bases of operation for 
scientists for many years, is deplorable and that it is not so much 
need for additional knowledge of the cause, control, and prevention 
of diseases as it is the efficient application of what we already know. 


Prof. Chandler has compiled in this book an immense amount of 
information, covering in some instances quite thoroughly, both in a 
general and a special way, the different protozoa, worms, and arthro- 
pods. The writer apologizes for the occasional overlapping of sub- 
ject matter which is most difficult to avoid in a work of this char- 
acter. It is remarkable tthat no greater duplication occurs since 
many of the subjects are naturally interwoven. The book is intended 
for the use of physicians, sanitarians and other health workers, 
for teachers in colleges and public schools and the lay public in 
general. 

The book is divided into three general heads, each giving in de- 
tail the cause, mode of transmission, preventive measures, and treat- 
ment of the various diseases. Under the chapter devoted to protozoa 
is included the spirochaetes, Leishman bodies, amoebae, trypano- 
zomes, intestinal flagellates, malaria, and other protozoa. The sec- 
ond “~ covers the worms, including the flukes, tapeworms, round 
worms, hookworms, trachina, filaria, and leeches. The third section 
describes the arthropods, which include the mites, ticks, bedbugs, lice, 
fleas, mosquitoes, flies and myasis. 

According to statistics there is no human disease of more impor- 
tance in the world today than malaria, and there is no disease for 
which we have a more certain cure, yet the author, in his effort to 
bring the second edition of his book up to date, has most erroneously 
and inaccurately quoted one of our leading scientists, Dr. C. C. 
Bass, whose work on malaria is recognized and accepted all over 
the world. It is all the more regrettable that such misleading state- 
ments should occur since the book is written expressly for the pur- 
pose of enlightening the lay mind on this all-important disease. 

E. 


Diseases of Infancy and Childhood, by Louis Fischer, M.D., 9th rev. 
ed.: Vol. I, Infant Feeding and Organic Diseases; Vol. II, In- 
fectious Diseases, Orthopedic, Eye, Ear, Skin, etc. F. A. Davis 
Co., Philadelphia, 1922. i 

This work, now revised, appears in two volumes. Originally 
written in 1907, the demand for this complete and painstaking trea- 
tise on diseases of children has warranted the successive editions. 

The management of marasmic and premature infants, the home 

modification of milk, and a very comprehensive description of stools 
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with illustration, are all noted in the first volume. The illustrations 
are numerous and very clear cut,—the various colored ones are par- 
ticularly good. Transfusion, Schick reaction, anaphylaxis, allergy, 
asthma, diseases of the ductless glands, are treated in an extremely 
interesting manner in the second volume. Graphic and temperature 
charts, Roentgen ray and diseases of the skin are added topics of in- 
terest, to be found in ‘this volume. The general practitioner would 
find this work of great assistance in the field of diagnosis. C.J. B. 


Diseases of Children, by Herman B. Dheffield, M.D. C. V..Mosby 
Co., St. Louis, 1923. 


The experience of thirty years is’ systematically arranged in this 
rather. unique contribution on diseases of children. Examination 
of the patient and semeiology of disease constituting Chapter II is 
well worth the purchase of the volume. Although this book deals 
principally with differential diagnosis there are many suggestions 
regarding treatment of diseases, and prescriptions for various ill- 
nesses that add to its originality. The table of average composition 
of common American food products is well placed and will be favor- 
ably received by most mothers who have recently become interested 
in calories, etc. On the whole it is good, and should be well received 
by the pediatricians. C. J. B. 
Nutrition of Mother and Child, by C. Ulysses Moore, M.D., M.Sc. 

(Ped.), and Myrtle Josephine Ferguson, B.S., B.S. in H.Ec. 
(Lippincott’s Nursing Manuals). J. B. Lippincott Co., Phila- 
delphia and London, 1923. ° 


This recent addition to the various works concerned in the general 
consideration of child life, etc., should be received by many mothers 
anxious to be enlightened on the latest contribution on feeding and 
diets. The vitamins and some common fallacies in the care and 
feeding of children contained in chapters III and XIII, respectively, 
are well written and are very interesting. The appendix is only 
fair, and such food recipes as clam soup, liver loaf, cabbage, etc., 
could have been omitted. In many ways it is not unlike L. E. Holt’s 
latest eontribution. C. J. B. 


General Pathology: An Introduction to the Study of Medicine. Be- 
ing a Discussion of the Development and Nature of Processes 
of Disease, by Horst Oertel. Hoeher, 1921, New York. 

This book rather briefly attempts to consider the various phases 
of general pathology in 340 pages of text. It does not contain any 
illustrations and beyond the list of principal names, there are no 
references. 

The author divides the subject into two great divisions: In book 
No. 1 is considered the etiological factors in ‘the production of patho- 
logical processes, which is further divided into the external factors 
and internal factors. Book No. 2 considers pathological anatomy, 
histology and pathogenesis. 
Applied Chemistry: An Elementary Text Book for Secondary 

Seveets, by Fredus N. Peters, Ph.D. C. V. Mosby Co., 1922, 
t. Louis. 


This is a very entertaining text book intended for high school stu- 
dents and covers the principles only of that science. There are a 
number of illustrations, tables and charts which add a great deal 
to the value of ithe text. 

Several chapters on the manufacture of many of the common sub- 
stances of every-day use, as well as the consideration of foods and 
their body values will serve to indicate the diversity of the reading 
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matter. At the end of each chapter is a list of “exercises for review,” 
and the end of the book is taken up by “tables of reference” and 
“chemical glossary.” L. 


Clinical Periodontia: A Text Book of Clinical Periodontia. A Study 
of the Causes and Pathology of Periodontal Disease and a Con- 
sideration of Its Treatment, by Paul R. Stillman, D.D.S., and 
John Oppie McCall, A.B., D.D.S. The MacMillan Company, 
New York, 1921. 


Both Stillman and McCall are exponents of the up-to-date school 
and express themselves in the newly adopted nomenclature, with 
which we must acquaint ourselves if we expect to easily understand 
current dental literature. There is an excuse for such nomenclature 
because it is entomologically correct and clarifies the subject, and 
simplifies the diagnosis of disease, by indicating that there should be 
a discrimination of symptoms. 

Nothing has been published on the subject of Periodontia which 
is in advance of this volume. A great service has been rendered to 
both the dentist and the physician. To the periodontist and to the 
general practitioner, the chapter on Traumatic Occlusion is, in my 
opinion, the most important of all. 

The idea that Stillman and McCall are trying to give us the 
etiology in the hopes that we may limit the disease, by preventing 
tthe cause of periodontoclasia is a lovely thought to be derived from 
the book. H. W. G. 


High Frequency Practice, by Burton Baker Grover, M.D. Electron 
Press, 1922, Kansas City. 

This boqgk has made a place for itself as a convenient guide to 
those using high-frequency currents. In chapters one and two, the 
author clearly, and in an interesting manner, defines the meaning of 
electricity, and high-frequency currents. 

The application of high-frequency currents to certain diseases is 
well worth our consideration. The author gives his technique and 
results obtained in many diseases. The book has 92 illustration, most 
of which show the methods employed by the author in ‘the application 
of high-frequency currents. L. J. M. 


PUBLICATIONS RECEIVED. 
P. Blakiston’s Son & Co., Philadelphia: The Pathological Physiology 
of Surgical Diseases, by Prof. Dr. Franz Rost, translated by 
Stanley P. Reimann, M.D. 


J. B. Lippincott Company, Philadelphia and London: The Heart in 
Modern Practice,*by William Duncan Reid, A.B., M.D. Inflam- 
mation in Bones and Joints, by Leonard W. Ely, ‘M.D. 


Paul B. Hoeber, New York: The Form and Functions of the Central 
Nervous System, by Frederick Tilney, M.D., Ph.D., and Henry 
Alsop Riley, A.M., M.D. 


E. P. Dutton & Company, New York: The Riddle of the Rhine, by 
Major Victor Lefebure; preface by Marshall Foch; introduction 
by Field Marshal Sir Henry Wilson. 


Washington Government Printing Office, Washington, D. C.: United 
States Naval Bulletin, Vol. 18, No. 3, March, 1923. Hygienic 
Laboratory, Bulletin No. 130. The Campaign Against Malnu- 
trition, Public Health Bulletin No. 134. Studies Upon Leprosy, 
Public Health Bulletin No. 130. Public Health Reports, Vol. 
38, Nos. 10, 11, 12, 18. Public Health Reports, Vol. 37, Part 
2, Nos, 27-52, July-December, 1922. 
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STATISTICAL DATA FOR THE MONTH OF 


BIRTHS. 
White 


MARCH, OB- 
TAINED FROM THE RECORDS OF CITY BOARD OF HEALTH. 


Colored 
133 
104 


By Physicians ........ 421 

Grand Total 797 


—Cases 
White Colored 


Whooping Cough 
Measles .......... 
C. S. Meningitis a 


Endocarditis and Myocarditis ............................ 22 
Other Circulatory Diseases .........................--------- 53 
Broncho-pneumonia 
Lobar Pneumonia ................. 22 
Other Respiratory Diseases ..........................------ 1 
Diarrhoea and Enteritis 6 
4 
Other Digestive Diseases .......................----2-------0 10 
5 
All Other Genito-Urinary Diseases .................... 11 
Malformations 6 
32 


DEATH RATE PER 1,000 PER ANNUM FOR THE MONTH. 
Non-residents 
Excluded: 


White ....... 17.82 
27.82 
Total 20.15 


.. 380 


14.62 
24.33 


19.68 


Deaths from premature births, violence, etc., are not excluded. 


142 
253 
98 


be 
1 
DEATHS. 
—— 
White Colored White Colored 
Totals 
White Colored 
0 
4 0 
0 0 
1 0 
5 1 
23 12 4 
0 @ 
2 1 
32 21 
DEATHS. 
White Colored 
16 
13 
0 
34 
29 
15 
5 
1 
1 
4 
7 
12 
4 4 
: 
17 
+ 


